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A METHOD FOR THE ESTIMATION OF BLOOD VOLUME 
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During the course of present investigations we became 
imterested in assessments of blood volume. Our earliest 
endeavours were confined to the use of dyes, of which we 
selected the most convenient T-1824 (Evans’ blue). As we 
became more aware of objections to the use of this dye, 
we Started to use dextran and more recently *‘ Dextraven °. 
The present communication deals most especially with our 
observations on the use of these but, before proceeding 
further, it is appropriate to review briefly the methods 
already in use for assessing blood volume. It is also 
necessary to remark more especially on the use of T1824. 


EXISTING METHODS 


tn 1850 Lenmann and Weber measured the blood volume in 
2 executed criminals. Similar observations were subsequently 
nade in animals.'*° For practical purposes these direct 
nethods have been replaced by indirect ones, which measure 
one or both of the 2 blood components: intravascular circu- 
ating fluid (plasma) and the red cell mass. 

Works referred to give details of these indirect methods 
Various substances have been used (Table I): 


TABLE I: EXISTING METHODS ©F ASSESSING BLOOD VOLUME 


Intravascular 
Component 
Measured 


Substance Used Reference 


1. Carbon monoxide. . .. Total blood volume 6, 7, 8 

2. Indigo-carmine and methy- 
lene blue dye 

3. Vital red dye 


Plasma volume 
Plasma volume . 10 


Evans’ blue (T 1824) Plasma volume. 11, 12 
4. Radioactive iron Circulating red cell 
mass 13, 14 
5. Radio-iodine-plasma-protein Plasma volume . 15 
6. Radioactive phosphorus .. Red cell volume .. 16, 17 
7. Polyvinylpyrrolidone Blood volume __... 18 


413 


After plasma volume has been estimated, blood volume can 
be calculated from the comparative values of the 2 layers 
into which oxalated blood separates on centrifuging in the 
haematocrit tube 

If plasma volume has been determined by an_ indirect 
method and the cell mass percentage by the haematocrit, total 
circulating blood volume 1s calculated by the formula: 


Determined Plasma Volume ¥ 100 


100) Haematocrit (Cells %) 


Average normal findings indicate that 100 ml. of blood con- 
tain about 45 ml. of red cells and about 55 ml. of plasma. 
However, this proportion actually only refers to blood from 
a large vein. Determination of red cell volume by radio- 
active iron !*!4 indicates that the most reliable formula is: 


Red Cell Volume Determined by Radio-Fe 
Plasma Volume Determined by Radio-1-Proteimn 


This gives the ratio in entire blood volume. 

There is no proof that indirect methods regularly measure 
the absolute plasma volume. Results with different substances 
in comparative studies have shown considerable variations 
under similar working conditions.'*?! Technical difficulties 
abound and must be taken into account. In the use of 
1-1824, for example, many factors must be considered if 
accuracy is to be approached. In dealing with clear samples 
several comparative standards must bracket the optical density 


of the unknowns The optical density of turbid plasma 
samples is liable to unpredictable variations under the 
influences of technique, time and temperature.*? Extraction 


methods may effect corrections for turbidity.23.24 Correc- 
tions for haemolysis may also be necessary. Corrections for 
dye residual from previous injections require the decade photo- 
meter instead of the spectrophotometer.25 Plasma volume 
determinations are affected by variations in physiological 
activity. When repeated samples are required over a 24-hour 
or longer period, the ideal preceding 6-hour fasts and half- 
hour rests are impracticable. An acetone extraction method 
for correction of the defects arising from dispensing with 
these difficulties has been recommended.2? 

The stability of T-1824 in solution is limited unless some 
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protein is present.’ and the solution should be made at most 
a few hours betore use.-- 

Other properties of T-1824 have been fully described.*’*- 
After injections of watery solutions into the circulation, 
samples withdrawn at intervals reveal a decline in dye con- 
centration For example, a concentration of 1.0 mg. per 
100 ml. plasma falls to 0.8 at 36 minutes in a curve in which 
have been described: a ‘mixing phase’ of a rather precipitous 
fall in concentration over 6-10 minutes in a normal, resting. 
recumbent man; a subsequent protracted ‘dve removal 
phase The dye is probably removed by reticulo-endothelial 
phagocytosis After 30 minutes it appears in small quantities 
in the bile“! The rate of removal via the main lymph ducts 
is in dispute’! but Peters maintains that such removal 
invalidates all attemps at accurate measurement of circulating 
plasma volume with T-1824. However, it has been estimated 
that §°, to 9), of injected dye disappears from the circulation 
within the first hour of injection and that 50-53 has dis- 
appeared by the end of 24 hours.-' 3. °* For clinical use 
it has been stated that changes in plasma volume assessments 
of +40 ml. and — 90 ml. may be considered significant.” 

After repeated injections of T-1824 the subject acquires the 
property of rapid elimination of the dye from the circulation 
This “immunity * militates against more than § or 6 deter 
minations per year and does not seem to be specific to the 
particular dye, but prevents the repeated use of other dyes.‘ 

It also appears to us that the use of only S ml. of a 0.3 
solution of T-1824, with a molecular weight of 960, might 
well introduce a considerable experimental error. 

In our own observations with T-1824 we employed the 
method outlined by Beling ef al. with certain modifications 
For our investigations we starved the patients for 12 hours 
before the injection of the dye to avoid lipaemia, and the 
patients were kept recumbent for at least 2 hours before the 
test to prevent any changes in blood volume which follow 
alterations m= posture Our haematocrit determinations were 
done by the standard Wintrobe method 


PRESENT METHOD 


In view of the facts noted in relation to T-1824, we turned 
to the use of dextran and then * Dextraven’. These appeared 
to offer the following virtue and advantages: 

1. The therapeutic intravenous administration has been fully 
reported ont as a procedure with a maximum margin of 
satety 

2. Greater molecular weight promises relatively slow loss 
trom the circulation and raises the hope of measuring changes 
in circulating volume, calculated from samples removed at 
intervals over a number of hours. Such procedure might 
prove of particular value in studies of the post-traumatic 
State 

3. Subsequent quantitative measurements (vi.) after con 
trolled repeated injections of measured amounts might give 
information over a prolonged period These might be free 
trom the technical difficulties attending repeated injections of 
T1824, 

4. Since dextran is a colloidal solution isotonic with blood 
its unlikely to alter the osmotic relations of the intravascular 
fluid compartment provided that these relations are normal 


DEXTRAN for Estimatine tHe Broop 


Dextran was determined in whole blood, using the method of 
Bloom and Willcox.*® Glucose may be used as a reference 
standard but it was found convenient to use an arbitrary 
dextran standard for each manufactured batch of dextran we 
employed. A linear relationship between optical density and 
the amount of dextran in the sample over a range of 10-120 
micrograms of dextran was plotted for each batch used—an 
example of which is shown in Fig. 1. 

Procedure. A sample of § mi. of blood was withdrawn 
trom an arm vein. Into the same vein a known volume of 
6°, dextran solution was introduced, taking not less than 3 
minutes and not more than § minutes for the quantity to 
be injected into the circulatory svstem (in the first investiga- 
trons on patients 60 ml. of dextran was used. but in the later 
cases it was found that 100 ml. was preferable). Five minutes 
after the transfusion, another sample of 5 ml. of venous 
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blood was taken from a vein in the opposite arm. Both 
samples were placed in test tubes containing 100 Toronto 
units of heparin and the dextran content as polysaccharide 
was estimated. The initial sample of blood was used as a 
reagent and material blank in the colorimeter. so that the 
tinal sample gave the amount of dextran in blood without 


MG DEXTRAN 


correction. After reference to the standard curve (Fig. 1) 
if x mg. dextran per ml. blood are found, then the blood 
volume in ml. may be expressed by the equation: 


Mg. Dextran added to the Vascular System 
Blood Volume 


RESULTS 


1. Rabbits: Preliminary work on 12 rabbits after injection 
of S ml. of solution gave blood volumes of 79.3 ml./Kg. with 
a Standard deviation of +1.81. In 1944 Courtice investigated 
the total blood volume in 60 rabbits with T-1824 and found 
that the average value was 70 ml. Kg. body weight.*’ 

2. Patients: Blood volume estimations were carried out in 
25 patients. In § reactions of varying order were noted and 
the results discarded as we have strong reason to believe the 
solution used escaped from the blood stream within 15 minutes 
in these cases. Of the remaining 20 patients 16 were given 
dextran 6), in saline and 4 were given the closer-cut dextran 
(* Dextraven’) 6°, 1n saline. The results are shown in Table I 
The progress of dextran concentration in the blood of two 
groups of patients (one of patients to which dextran was 


administered and one of 5 patients to which Dextraven was 
administered) was also investigated over a period of one hour 
The results are shown in Fig. 2. in which the mean of the 
percentage of the highest concentration of dextran found in 
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AND DEXTRAN METHODS IN 20 PATIENTS 


THE EVANS 


Blood Volume 


Blood Volume Blood Volume 


Blood Volume 


| 
Patient ige in Years Weight in Ke. in ml. with in ml. with in ml. with | in ml. with 
Blue Evans’ Blue Ke | Dextran Dextran Ke 
| | Bod, eight Body Weivht 
Males 
Mov.d B 3 59-5 4639 77-8 5,240 88-1 
D. kK. 16 55 6470 117-8 6,320 115-0 
33 $4°5 4552 83-5 6,570 120-0 
M.S.N 58 49-5 | N.D ND 5,600 113-0 
E.M.M | 26 69 6640 96-2 8,800 127-5 
ALS 49 60 4035 67-3 6.450 107-5 
B.S. 26 4350 64-5 6,240 92-5 
‘3 54 78 | 6250 80-1 5,590 71-8 
M.A. 41 67-5 5580 83-3 §,030 75-2 
N.M 42 78 §935 76 5,770 74 
*M._H 51 6800 90-2 8,500 112-$ 
31 49-5 3870 78:1 6,000 121-5 
“JM. 44 65 $480 111-3 6,450 129 
121-5 126 


Females 


n 


x 72:2 | max 
min. 72-$ 
x 81 
S.D. §-33 


SEM 


* The blood volume in these patients 


he blood is plotted against the time in minutes. The highest 
concentration was taken to be 100%. It will be seen from 
the results in Table II that in males the ratio of ml. blood/ Kg. 
hody weight with T-1824 was 88.28 and with dextran was 105.9 
Similarly in females this ratio was 72.2 with T-—1824 and 81.0 
with dextran 


COMMENTS 


As our work is only in its preliminary stages, we are not 
in a position to draw conclusions from the small series of 
results so far obtained; but it appears from the work done 
that the blood volume levels calculated with dextran are 
usually higher than those obtained with T1824, both in 
rabbits and human subjects. It is of interest to note that 
our results are similar to those obtained by Dulong de 
Rosnay and Labadie ‘* who found, by using 5 ml. of 25% 
polyvinylpyrrolidone, a blood volume of 94 to 106 ml. Kg 
body weight in healthy men. 

We have assumed that the form of the graphs in Fig. 2 
s due to an initial “mixing time” of 4 to 6 minutes during 
which period the dextran or * Dextraven’ is being mixed 
with all components of the circulating blood, and that the 
steep fall in concentration which occurs from 6 to 15 
minutes 1s due to the smaller molecules (of 68,000 mole- 
cular weight and lower) escaping from the intravascular 
fluid compartment into the interstitial fluid. We hope to 


was estimated with Dextraven; Dextran was used in all the other cases 


eliminate this part of the curve by using a preparation of 
dextran containing no molecules of less than 70,000 mole- 
cular weight, if it can be made available for our purpose. 

In our series of 25 cases we experienced 5 reactions, 
seemingly allergic in type, 2 of which were of a serious 
nature. As dextran is claimed to be non-antigenic and 
under the Therapeutic Substances Regulations all batches 
of dextran must be tested for absence of antigenicity before 
being released for sale, and as in a series of 1,647 cases 
Maycock reported only 31 reactions, 15 of which may 
have been allergic in nature," it would appear that some 
factor other than the dextran solution was responsible. 
Since the dextran was removed from the original con- 
tainers and injected trom syringes which had been steri- 
lized by boiling. it 1s possible that the allergic reactions 
were produced by contamination with foreign pro‘ein. 
Also, the speed of injection far exceeded that used for 
therapeutic purposes and this may have contributed to the 
high percentage of reactions. 

Further work is necessary to make the method we have 
employed sate for clinical use. We are investigating the 
nature of the curve after the slower administration of the 
solutions, and eliminating certain faults in technique. The 
time necessary to carry out the estimations is also un- 
suitable for routine use of the method. 


|_| 

= 

ae 

| | | x 28 max 129 

| min 71-8 

x 105-9 

S.D 20-8 

SEM 

M.N. 61 72-7 | 6478 93-3 5.760 79.2 
M.H. . 44 58-5 4846 82-4 | 4,840 82-31 
w.C.. 55 N.D N.D 6,720 | 84-5 
S.K. 48 95-5 4150 43-5 7,600 
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SUMMARY 


Methods of estimating blood volume have been outlined 
briefly. A method of estimating blood volume by using 
dextran 6%, in saline has been described. It is suggested 
that this method may have some advantages over the use 
of dyes. However, further work is necessary before it can 
be advocated for general use and, in addition, it proves 
rather too laborious for routine use. 

We are indebted to Prof. R. Turner, Senior Government 
Pathologist, Cape Town, for originally suggesting the idea of 
using dextran tor blood volume estimations. We gratefully 
acknowledge the assistance of the Research Department of 
Bengers Ltd. for the supplies of Anthrone reagent and Dex- 
traven. Further expenses were met by a grant from the S.A. 
Council for Scientific and Industrial Research and the present 
report springs from investigations at present being undertaken 
under the aegis of this body 
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* Quinine is the — expensive for a course of treatment for 
an acute attack of malaria. 


‘Each of the anti-malarials under survey has its usefulness 
and limitations and none of the synthetics can claim definite 
superiority over quinine, when all aspects are taken into con- 
sideration. There is no case for supplanting quinine with 
another drug as yet. although it must be admitted that the 
alkaloid and the synthetics can supplement each other's action 
with advantage. in many cases.’ 


‘The respective position of the synthetic anti-malarials is 
still in flux. None of the anti-malarials can yet claim definite 
superiority over quinine, taking all factors together.’ 


* Quinine is a time-tested drug and “ 
in the treatment of malaria”. The newer synthetic anti- 
malarials can be used, if necessary, to supplement it. Even 
if a definitely superior drug be discovered. quinine should be 
retained as a standby in case of emergency. 
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Filling out 


Of the many children who fail to thrive and achieve normal 


weight gains, there are those who seem completely unresponsive 


to conventional tonies and nutritional care. Yet it ts often just 


such cases that find in vitamin By the extra dietary factor they 


need. Notable weight gains, sharpened appetite and all-round 


improvement in general physical condition have frequently been 


observed following oral doses of vitamin By. 


Glave present vitanien B, as Two forms are 


availablh suqar-coated tablets, and a sweet, pleasantly 


flavoured liquid for teaspoonful doses. 


CYTACON 


Trade mart 


Tablets Cyta i bottles of i Cyta ra bot of 25 


liquid 


GLAXO LABORATORIES (S.A.) (Pty.) Led... P.O. Box 9875, JOHANNESBURG 


Age ts ™M & Pt f ac t als (Pt P O Box 784, Port ft zabet?t 


are mixed 


A dual attack on mixed infections of the 
lung: that is what ESTOMYCIN provides 


One injection exerts the combined anti 


bacterial activity of penethamate hydriodide 


the unique laung-selective penicillin — and 


streptomyeimn, so launching a swift, decisive 


assault on both gram-positive and gram 


negative organisms. More than this : together 
as they are in ESTOMYCIN, the penicillin 


streptomyein potentiate each other, 


viving an attack that will often succeed 


where the two antibiotics given separately 


have failed. 


ESTOMYCIN 


Trade mark 


bor GLAXO LABORATORIES (S.A ) (Pty.) Led. P.O. Box 9875, JOHANNESBURG 


a4 Ff i> 


(25 micrograms per fluid dract = 
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But when lung infections 
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subjective and OBJECTIVE improvement 


in PULMONALE 


before treatment 


alter 6 weeks’ treatment 


a highly purified preparation of KHELLIN 


available for oral or intramuscular administration 


Benger Laboratories \— —— 


Benecardin is a useful ancillary in the manage of the bronchi. Its maximal effect will be 
ment of chronic anoxic heart disease in which produced when reduction of the bronchial lumina, 
true bronchial spasm is a definite contributory resulting from increased mucosal t rgidity or 
factor. 


irreversib'e structural changes in the lung, do 
Benecardin appears to act directly as a dilator not predominate. 


BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 
259 COMMISSIONER STREET, 


JOHANNESBURG. 
Phone 23-1915 P.O. Box 5788 
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VAN DIE REDAKSIE 


DIE VERENIGING SE 


ETIESE REGBANKE 


Sedert die stigting van die Mediese Vereniging van Suid- 
Afrika as ‘n afsonderlike organisasie was daar ‘n stel reels 
in werking ,Die Hersiene Reels wat die Prosedure in Etiese 
Sake van ‘n Tak Beheer *. Hierdie reels het gegaan oor die 
prosedure wat gevolg moet word (1) met die neem van 
besluite deur Takke aangaande  professionele gedrag wat 
bindend op lede van die Tak 1s, en (2) by ondersoeke wat 


deur Takrade en Tak Etiese Komitees in verband met 
klagtes oor die professionele gedrag van indiwiduele 
praktsyns onderneem word. 

Die reels was al lank al vir die doeleindes van die 
Vereniging as ongeskik bevind. Die subkomitee wat 
aangestel was om hul'e hersiening te oorweeg, het 


gerapporteer dat hulle .omslagig en onprakties is en nie 
aan die gees van wat beoog was voldoen het nie’. Nuwe 
recls was opgestel en in Maart 1953 deur die Federale 
Raad aangeneem. Hulle word in hierdie uitgawe in die 
rubriek .Verenigingsnuus gepubliseer. 

Kragtens die nuwe reéls sal etiese klagtes nog deur plaas- 
like Komitees van die Vereniging verhoor en behandel 
word. Hierdie komitees sal deur Takke en Afdelings 
aangestel word. Die prosedure wat voorgeskryf word ts 
nie So ultvoerig soos dié wat deur die ou reels neergelé 
was nie, wat dikwels in die praktyk ‘n hindernis liewer as 
‘n hulp met die behandeling van sake geblyk het. Inderdaad 
Stel die eenvoud van die reéls voor dat verhore in die 
gees van ‘n komitee-ondersoek gehou moet word, en nie 
in dié van ‘'n geregtelike ondersoek nie, wat vir die meeste 
geneeshere vreemd is 

Die nuwe reéls is op sekere beginsels gebaseer. Dit ts 
byvoorbeeld nie wenslik dat die Vereniging sake wat binne 


die bestek van die Suid-Afrikaanse Geneeskundige en 
Tandkeelkundige Raad val. moet verhoor nie. Die 
Vereniging het nog die statutére mag en geregtelike 


fasiliteite wat by die Mediese Raad tuishoort, nog sy mag 
om te dagvaar en om boetes op te Ie. In elk geval is 
oorvieueling van gesag of funksie kiaarblyklik ongewens. 
Die hoofdoel van die prosedure wat deur die reels voor- 
geskrywe word is om ‘n forum vir ‘n Tak of Afdeling te 
voorsien, waar lede geskilpunte, wat ‘n etiese strekking 
het, voor ‘n komitee van ervare mede-lede kan lé, en waar, 
indien moontlik, ‘n oplossing in ‘n atmosfeer van welwil- 
lendheid gevind kan word. S!egs wanneer dit nie gedoen 
kan word nie, en as daar prima facie getuienis van ernstige 
professionele wangedrag is, sal die kKwessie van verwysing 
na die Mediese Raad oorweeg word 

Soos aangedui in die Reels, is die doel nie om ‘n gereg- 
bank vir die indiening van klagtes teen geneeshere deur 
lede van die publiek te voorsien nie. Met die toestemming 
van die betrokke geneesheer, verrig sommige Takke van 


16 Met 


1953 


South African Medical Journal 


Suid-Afrikaanse Tydskrif vir Geneeskunde 


EDITORIAL 


THE ASSOCIATION'S ETHICAL TRIBUNALS 


the establishment of the Medical Association of 
South Africa as a separate organization there have been in 
Operation a set of * Revised Rules Governing Procedure in 
Ethical Matters of a Branch’. These rules dealt with the 
procedure to be followed (1) in the passing by Branches 
of resolutions concerning professional conduct binding on 
members of the Branch, and (2) in inquiries into com- 
plaints regarding the professional conduct of individual 
practitioners undertaken by Branch Councils and Branch 
Ethical Committees 

The rules have long 


Since 


been found unsuitable for the 
purposes of the Association. The subcommittee appointed 
to consider their revision reported that they * were cumber- 
some and unpractical and did not fulfil the spirit of what 
had been intended*. New rules were drafted and were 
passed by the Federal Council in March 1953. They are 
published in this issue under * Association News’. 

Under the new rules ethical complaints will still be 
heard and dealt with by local Committees of the Asso- 
These will be appointed by Branches and 
Divisions. The procedure prescribed is not elaborate like 
that laid down by the old rules, which was often found 
in practice to be an obstacle rather than a help in dealing 
with cases. Indeed the simplicity of the rules suggests that 
hearings should be conducted in the spirit of a committee 
room and not that of a law court, which is unfamiliar to 
most doctors. 

The new rules are based on certain principles. For 
instance, it is not desirable that the Association should 
undertake to try cases that fall within the province of the 
South African Medical and Dental Council. The Asso- 
ciation has neither the statutory authority and judicial 
facilities that belong to the Medical Council nor its power 
to subpoena and to inflict penalties. In any case, duplica- 
tion of authority or function is clearly undesirable. The 
chief purpose of the procedure prescribed by the rules is 
to provide a forum in the Branch or Division where 
disputes between members which have an ethical bearing 
may be brought by the parties before a committee of 
experienced fellow members and if possible settled in an 
Only if this cannot be done, and 


clation 


atmosphere of goodwill. 


if there 1s prima facie evidence of serious professional 
misconduct, will the question of reference to the Medical 
Council come up for consideration. 

As the rules indicate, it is not intended that they shall 
provide a tribunal where complaints against doctors by 
Some Branches of 


members of the public may be heard 
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die Vereniging, egter, ‘n nuttige diens deur ‘n mening uit 
te spreek oor rekeninge vir mediese dienste gelewer, wat 
deur gegricide persone vir Oorweging voorgele word, maar 
dit word mie as ‘n saak behandel nie. Mediese 


praktisyns wat me lede van die Vereniging ts mie sal nie 


etiese 


voor die etiese kKomitees, behalwe met hulle ere goedkeu- 
ring of op eie versoek, verskyn me 

Like Tak van die Vereniging behou nog sy reg om 
eliese reels te maak wat, egter, net in die gebied van sy 
lak van toepassing sal wees. Die mag om reéls te maak 
wat op alle lede van die Vereniging van toepassing is, sal 
by die Federale Raad berus. 


THE CAUSE OF ESSENTIAL 
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the Association, however, perform a useful service by 
giving an opinion, with the consent of the doctor con- 
cerned, on medical fees submitted for consideration by 
aggrieved persons, but this is not treated as an ethical 
matter. Nor will medical practitioners who are not 
members of the Association come before the ethical com- 
mittees except with their own consent or desire. 

Each Branch of the Association still retains its right ot 
making ethical rules, which will, however, apply only in 
its Branch area. The power of making rules incumbent 
on all members of the Association will vest in the Federal 
Council 


HY PERTENSION* 


Menor, M.B., B.Cu. (RAND), M.R.C.P. (Epin.) 


General Hospital, Johannesburg 


\. The Mechanism of 
Hypertension 


Blood Pressure Llevation in Essential 


B. The Constitutional Factor in Essential Hypertension. 


{ The Evidence 
Medulla and 
Blood Pressure 


{drenal 
Regulation of 


of Functional Antagonism Between 
Thyroid Gland in the 


1. Evidence of Endocrine Control of Blood Pressure 

2. Evidence of Control of the Calibre of the Blood Vessels 

3. Evidence of L-Noradrenaline Infusions 

4. Clinical Evidence : 

(a) Case of Strombeck and Hedburg 

(b) The Pathogenesis of Graves’ Disease 

(c) The Results of the Treatment of 
Thyroid Extract 


Hypertension with 


Dd. De finition of Essential Hypertension 


Comment 


The Relationship of Renal to Essential Hypertension 
Essential Hypertension and Atheroma 
Thyroidectomy and Hypertension 

4. Myxoedema and Hypertension 

S. Hypermetabolism and Hypertension. 

6. The Adrenal Cortex and Hypertension 

7. The Thyrotropic Hormone and Hypertension 


Summary 


The discovery of the cause of renal hypertension,' the 
resolution of noradrenaline into its laevo and dextro 
and the favourable results obtained in the treat- 
ment of hypertension with thyroid extract. now make 
it possible to advance a theory of the causation of essen- 
tial hypertension. 

The discovery of the cause of this malady and our 
ability to control it would prove a great boon to mankind; 
for essential hypertension is a great scourge. With its 
attendant vascular disorders it is responsible for 3 times 
as many deaths as cancer and a 100 times as many as 
tuberculosis.” In a recent paper McMichael ® makes the 
point that ‘with the conquest of infections and the 


isomers * 


*A paper read to the Physician's Group of the Southern 
Association of South Africa 


Transvaal Branch of the Medical 
on 3 July 1952 


resulting prolongation of lite, hypertension and arterioscle- 
rosis have become the major causes of illness, disable- 
ment and death especially in the second half of life’ 


A. THE MECHANISM OF BLOOD PRESSURE ELEVATION IN 
ESSENTIAL HYPERTENSION 


The elevation of the blood pressure in this disorder 1s 
the result of functional vasoconstriction, itself the con- 
sequence of overactivity of the sympathetic nervous sys- 
tem. This is now generally accepted and the evidence 
appears to be conclusive. If more were required one 
could draw attention to the fall in blood pressure, often 
temporary, it is true, which follows lumbo-dorsal 
sympathectomy and to the striking depression in the blood 
pressure which follows the use of the recently introduced 
hexa- and penta-methonium compounds. These, as we 
know, act by blocking sympathetic impulses at the level 
of the ganglia. 

Sympathetic overactivity is equated with overactivity of 
the adrenal medulla. When Oliver and Schafer in 1894 
were able to bring about a marked rise in blood pressure 
by injecting an extract of the adrenal meduila and later 
when Cannon? demonstrated that emotions such as fear 
and rage were associated with the outpouring of 
adrenaline into the blood stream, it seemed to many that 
the mechanism responsible for elevation of the blood 
pressure had been demonstrated. It was subsequently 
found, however, that the action of adrenaline was not 
consistent; that on occasion its injection was followed by 
a fall in the blood pressure. This weakened belief in 
adrenaline as the causative agent; though, as von Euler ~ 
has recently pointed out, Barger and Dale as far back as 
1910-11, in their study of the sympathomimetic amines, 
were satisfied that the sympathetic mediator was not 
adrenaline but a closely related compound. Cannon,” too, 
later came to the same conclusion and gave the name 
Sympathin E to the substance liberated within structures 
excited by sympathetic impulses: other words, 
Sympathin E would be the substance responsible for vaso- 
constriction and hypertension 


Mei 1953 


The search for this substance, the sympathetic activator 
or mediator, has gone on ever since. For a long time it 
was thought that it might be l-noradrenaline (arterenol). 
Attempts to resolve noradrenaline into its laevo and dex- 
tro isomers proved unsuccessful for a number of years 
but in 1948, Tainter and his co-workers succeeded and 
since then I-noradrenaline has been available for experi- 
mental study. In the hands of all investigators it has been 
found to raise the diastolic and systolic pressures con- 
sistently. It is widely distributed in the body (in all 
adrenergic nerve fibres, in the blood, in the urine, in the 
adrenal medulla and chromaffin-cell tumours 
(phaeochromocytomas). von Euler® states: *“ The amount 
of adrenaline occurring in adrenergic nerves and organs 
is usually only a few per cent of the total catechol 
amines, showing that noradrenaline is the dominating 
idrenergic neuro-hormone.” 

It would appear then that the sympathetic mediator in 
which Barger and Dale and Cannon and his associates 
were interested has been identified as |-noradrenaline. It 
is also evident in view of the generally accepted observa- 
tion that emoticnal stress often precipitates essential 
hypertension and always aggravates it,'’ that this is the 
tactor responsible for the elevation of the blood pressure 
n this disorder. 


Bo THE CONSTITUTIONAL FACTOR IN ESSENTIAL 
HYPERTENSION 


We are all, however, subject to emotional stresses and 
therefore to an outpouring of |-noradrenaline, yet we do 
not all develop essential hypertension. This, as has been 
shewn by numerous observers, occurs only in those con- 
sututionally predisposed to this affliction. Platt! states: 
Studies of the family histories of patients with hyperten- 
sion have shown a hereditary factor in 76 to 86% of 
cases’, and that ‘the evidence is compatible with the 
hypothesis that essential hypertension is an hereditary 
disease conveyed as a Mendelian dominant with a rate of 
expression of more than 90% °. Thus, before it can be 
claimed that the cause of essential hypertension is known, 
it becomes necessary to define this constitutional factor. 

As a result of my work on the thyroid treatment of 
hypertension, it gradually became apparent that this 
factor might well prove to be an insufficiency of thyroid 
secretion. In the preliminary report on this treatment, I 
postulated the existence of an antagonism in the control 
of the blood pressure between the thyroid and the adrenal 
gland. It was suggested that a product of the adrenal 
gland raised the blood pressure while thyroid secretion 
lowered it. The administration of thyroid extract was 
then shown to lower the blood pressure in the majority 
ot hypertensives. 

In coming to the conclusion that thyroid insufficiency 
was the basic factor in the causation of essential hyper- 
tension I was considerably influenced by the analogy of 
the causation of diabetes mellitus. Here, too, we have a 
disease often precipitated and always aggravated by emo- 
tional stress. (The substance responsible for the elevation 
of the blood sugar is almost certainly adrenaline which has 
6 times the hyperglycaemic action of noradrenaline !*). 
We know, too, that in diabetes mellitus there is the well 
established hereditary factor—only the constitutionally 
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predisposed developing the disease. But here we know 
what the constitutional predisposition 1s. It consists in a 
weakness of the insulin-producing mechanism of the body. 
In diabetes mellitus, then, we have defined the constitu- 
tional factor in terms of an endocrine deficiency. Might 
we not do this for essential hypertension and define the 
constitutional factor as an insufficiency of thyroid secre- 
tion? 

It is conceivable, however, that the fall in blood pres- 
sure which occurred with thyroid might also have 
occurred with other medicaments I might have chosen. 
Before concluding that the action of thyroid extract in 
lowering the blood pressure is a specific function of the 
gland, it becomes necessary to demonstrate beyond all 
reasonable doubt that the postulated antagonism between 
adrenal medulla and thyroid gland ts a fact. If this could 
be established then it would be justifiable to assume that 
the factor ultimately responsible for essential hyperten- 
sion—namely the constitutional factor—was an_ insuffi- 
ciency of the thyroid gland. 


(.. THE EVIDENCE OF FUNCTIONAL ANTAGONISM BETWEEN 
THE ADRENAL MEDULLA AND THYROID GLAND IN THE 
REGULATION OF BLOOD PRESSURE 


1. Evipence oF ENDOCRINE CONTROL OF BLOOD PRESSURE 


It has been pointed out elsewhere * that the evidence in 
favour of an endocrine control of the blood pressure was 
impressive. So many of the endocrinopathies are 
associated with hyper- or hypo-tension that it is difficult 
to escape this conclusion. This evidence becomes over- 
whelming when we add what has been discovered since 
about the action of noradrenaline. 

The glands comprising the endocrine system work in 
concert and are delicately balanced one against the other 
in their function of maintaining the internal environment 
of the body. When this balance is grossly disturbed for 
any length of time disease results. Excessive production 
of noradrenaline is invariably associated with hyperten- 
sion, especially of diastolic hypertension. Graves’ 
disease, the only endocrine disturbance in which we can 
be reasonably certain that an excess of thyroid secretion 
is produced, is also the onlv one in which the diastolic 
pressure is disproportionately low. In this respect then the 
diastolic-pressure-raising noradrenaline and the diastolic- 
pressure-lowering thyroid secretion may be regarded as 
antagonistic, 
oF 


CONTROL OF THE CALIBRE 


VESSELS 


> THe Evinence or 


Noradrenaline brings about an elevation of the blood 
pressure by causing vasoconstriction. A salient feature 
of Graves’ disease is peripheral vasodilatation. This 
is shown by the hot, flushed skin, the presence of 
capillary pulsation and the high pulse pressure due to the 
low diastolic pressure (features common to all conditions 
in which there is vasodilatation). On taking the blood 
pressure the Korotkoff sounds are heard down to low 
levels —often at 0. As previously reported this occurred 
frequently in cases given thyroid extract in large doses. 
It disappeared when thyroid medication was stopped or 
the dose diminished. 
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In this context, the observations of Oliver (1916) are 
relevant. Oliver was associated with Schafer in 1894 in 
extracting a potent blood-pressure-raising substance from 
the adrenal medulla. It would appear that he, too, used 
thyroid extract in the treatment of hypertension and noted 
an ‘increase in the calibre of the under its 
influence. He further noted abnormal cardiac side-etlects 
and possibly for this reason his work was not followed 
up. While my own investigations were in progress I was 
not aware of Oliver's work. It is only recently that my 
attention was drawn to the following significant passages 
in his book, Studies in Blood Pressure 

“We are beginning to realize that arterial pressure may be 
the resultant of the interaction of pressor and apressor pro 
ducts supplied to the blood by the internal secretions of the 
various organs and tissues, and that the higher ranges of 
pressure we meet with may rise from the predominance of 
the pressor products, the antibodies being generated in insuffi- 
cient quantity”. He goes on to say: *We know that the 
adrenal and pituitary glands yield pressor bodies; but our 
knowledge of apressor secretory products i much more 
limited Extracts of most organs cause on intravenous 
injection a transitory fall of arterial pressure; among these 
the thyroid calls for special mention, for | have observed 
that the ingestion of thyroid gland increases the calibre of 
the arteries (italics inserted) and lowers the arterial pressure 
and in many cases of increased arterial pressure it is some 
times useful 

There is thus ample evidence to show that thyroid 
secretion brings about vasodilatation. In this respect it is 
antagonistic to l-noradrenaline which causes vasoconstric- 
tion 


irteries 


Evipence of L-NoRADRENALINE INFUSIONS 


Some illuminating experimental evidence will now be 
presented. Barnett and his co-workers,'' reporting on 
their experiences with noradrenaline infusions state: 

“In two subjects receiving 30 microgrammes of |-noradrena 
line per minute for 16 to 40 minutes respectively, a soft 
swelling in the region of the thyroid gland developed. In 
the subject receiving the shorter infusion, the swelling sub 
sided within an hour In the other at the end of the 
infusion, the neck measured 44 cm. in circumference and 
after 6 hours resumed its normal measurement of 39 cm. In 
some subjects a similar but much less conspicious swelling 
was observed 

These workers refer to a feeling of warmth experienced 
by the subject and to a pronounced flushing on stopping 
the infusion. They make no mention of the fall of the 
blood pressure to a level well below that before the 
administration of noradrenaline. In a recent experiment 
performed here the subject (P. M.) received 1-noradrenaline 
by infusion for a period of 105 minutes. During this 
period the rate at which it was administered varied 
between microgrammes and microgrammes per 
minute. When he receiving 32 microgrammes pet 
minute, his blood pressure, which had been 120 90 mm. 
Hg before the infusion, rose to 200 130 mm. Hg. The 
rate was then slowed and the infusion stopped. Three 
minutes later his blood pressure was 90 60, 25 minutes 
later 90 40 mm. Hg. An hour later it was 112 84 mm 
Hg. This drop in blood pressure was associated with an 
active flushing. The marked drop in pressure after ter- 
minating adrenaline infusions in human subjects was 
recorded by Green and his co-workers and was 
attributed by them to active vasodilatation. Blacket and 
his associates,'® in a recent experiment to show the effect 
of prolonged infusions of adrenaline and |-noradrenaline 
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on the arterial pressure of rabbits make the same observa- 
tion and ascribe the profound drop in the blood pressure 
to “the release of vasodilator substances into the circula- 
tion.” 

In another experiment performed here the subject 
(D.W.L.) while receiving 24 microgrammes of noradrena- 
line per minute developed, after 45 minutes, the swelling 
of the thyroid gland referred to above. The infusion was 
stopped and his neck measured. The circumference was 
found to be 43 cm. Half an hour later it was 40 cm 
which we found subsequently was his normal measure 
ment. Stopping the infusion was followed by markec 
flushing, sweating and the post-infusion drop blood 
pressure. 

It would appear then that excessive amounts ot 
noradrenaline are capable of causing a reactive enlarge 
ment and overactivity of the thyroid gland. This ove: 
activity is) presumably responsible for the periphera 
vasodilatation and the fall in blood pressure 


4. Evipence 


(a) Case of Strombeck and Hedburg.' This case 1 
particularly significant and will therefore be discussed 
some detail. A 39-year-old housewife had all the 
characteristic symptoms associated with paroxysmal hyper- 
tension. There was, however, one unusual feature. She 
had noted that when the attacks lasted longer than halt 
an hour (in the beginning they had lasted only a few 
minutes), swelling of the neck occurred. She was 
admitted to hospital and it was found that the swelling ot 
the neck was due to paroxysmal enlargement of the thy 
roid gland. Measurement revealed that between attacks 
the circumference of the neck was 38 cm. and during 3 
of the attacks it increased to 39 cm. The swelling of the 
neck subsided with the fall in blood pressure. The face 
which at the height of the attack was pale, at the end 
hecame highly flushed. 

A phaeochromocytoma was removed trom the left side 
She was observed for 10 months but had no attacks after 
the operation. 

If we accept the evidence that noradrenaline causes 
vasoconstriction and thyroid secretion vasodilatation, then 
the sequence of events during and after an attack was 
probably as follows: 

1. Outpouring of noradrenaline from the tumour into the 
blood stream 

2. Hypertension with its attendant symptoms and signs 

3. Stimulation of the thyroid gland through its sympathet« 
nervous supply 

4. Enlargement of the thyroid gland 

S. Increased thyroid secretion causing 
active flushing 

6. Fall in blood pressure to 
paroxysms 


vasodilatation and 


levels below that betweer 
(There was no record of blood pressure readings taken at 
stages 5 and 6. It is reasonab'e to suppose that a drop 
to levels lower than the resting level occurred in_ the 
light of what happens after noradrenaline infusion as 
reported above). 

One feels, too, though as yet no experimental evi- 
dence supports this supposition, that the low blood 
pressure then stimulates the adrenal medulla to produce 
noradrenaline. This in turn then raises the pressure (just as 


al 
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the hypoglycaemia induced by excess insulin causes 
adrenaline to be secreted with the object of raising the 
blood sugar level). In other words it seems that the 
antagonists act alternately. The resulting fluctuation in 
the level of the blood pressure might be compared to the 
swing of a pendulum, the amplitude of the oscillations 
gradually becoming smaller until the normal range is 
reached. 

That this is the probable sequence of events receives 
idded support from the work of Cannon and Cattell '* 
who showed that injections of adrenaline induce secretory 
activity of the thyroid gland and from the experiments of 
Mislowitzer, Nissen and Stanoyevitch in 1934. These 
investigators, to quote Means,'” * found that after an intra- 
venous injection of adrenaline in dogs, blood iodine 
i1ugmented by about 200°, of the initial value. 
In one dog the thyroid gland was completely removed 
and immediately re-implanted, the inferior arteries being 
sutured. In this dog whose thyroid was thus totally 
denervated there was no change in blood todine follow- 
ing intravenous injection of adrenaline. The conclusion 
was that the humoral path alone does not suffice for the 
regulation of iodine metabolism (and hence of thyroid 
function). The nervous path is indispensable. This 
would also imply the need for a rapid restoration of the 
blood pressure to normal once the emergency is over. It 
seems that it is the failure of this mechanism which 
is the last link in the chain of causation in essential hyper- 
tension. 

How does thyroid extract produce vasodilatation? The 
inswer is that we do not know. It seems possible, how- 
ever, that it might do this by liberating or producing 
acetylcholine. Hoffman and Hotfman (1944), as quoted 
by Means,'’ are of the opinion that ‘the first point of 
attack of thyroid hormone is upon the phospholipids.’ 
This view receives confirmation in the behaviour of the 
blood cholesterol both in hyperthyroidism and hypothy- 
roidism, for we know that this substance rises and falls 
concurrently with the blood phospholipids. In the break- 
down of a phospholipid like lecithin, choline is 
liberated. Its acetylation produces acetylcholine which, 
in excess, would cause vasodilatation and a fall in blood 
pressure. 

(tb) The Pathogenesis of Graves’ Disease. The last 2 
pieces of evidence bring us naturally to that provided by 
the onset of Graves’ disease. Although this evidence has 
been literally staring us in the face, we have not 
appreciated its significance and have in fact misinterpreted 
it. - submit that what occurred in the noradrenaline 
infusion experiments and in the case of Strombeck and 
Hedburg was the temporary production of Graves 
disease. We all know that this distressing complaint often 
follows on the heels @f some terrifying experience. 
Emotional shocks of various kinds may be followed 
sithin a few minutes or hours by the frightened stare and 
the thyroid enlargement characteristic of the disease. 
What has happened in these cases? Sudden fear means, 
physiologically, the outpouring of excessive amounts of 
adrenaline and noradrenaline into the blood stream and 
the stimulation of the sympathetic nervous system. 
Clinicians are agreed that the symptoms and signs of 
Graves’ disease are largely those of excitation of the 
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sympathetic nervous system. The experimental evidence 
quoted indicates that enlargement of the thyroid gland is 
a response to this outpouring of grossly excessive amounts 
of noradrenaline. What happens subsequently in Graves’ 
disease, I suggest, is that the grossly excessive thyroid 
secretion, itself the result of noradrenaline excess, causes 
a reciprocal Overaction of the adrenal medulla. I think 
that this is what earlier observers meant when they said 
that thyroid secretion sensitizes the body to the action of 
adrenaline. In this way, then, a vicious circle is estab- 
lished which must be broken if the patient is not to 
become a casualty in the battle royal waged between the 
adrenal medulla and the thyroid gland. Graves’ disease 
could therefore be regarded as a phase in the develop- 
ment of essential hypertension. Alternatively essential 
hypertension could be looked upon as Graves’ disease 
where the thyroid gland has failed to put up a fight. 
Moreover, the fact that the thyroid has to fight at all 
instead of taking the challenge of the adrenal medulla in 
its stride, suggests a weakness or insufficiency of the gland. 

If this attitude towards the problem of the relationship 
between the thyroid gland and hypertension is correct, 
then one would expect hypertension to develop more 
readily in those who have had Graves’ disease. This, in 
fact, is the view of Fishberg *’ who states: ‘I have the 
decided impression that hypertension is more common in 
middle-aged individuals who suffer, or previously suffered 
from Graves’ disease than in the general population.” It 
is also the view of Moschowitz *' : 

‘In that broad group of conditions combined under the 
term Graves’ syndrome (neurocirculatory asthenia, formes 
frustes, exophthalmic goiter) clinicians are agreed that there 
is frequent) a persistent elevation of the systolic pressure. 
Usually in the early stages the diastolic pressure is low, 
which gives rise to the characteristic high pulse pressure of 
this disease. If, as frequently happens, the disease is not 
arrested, one finds after a number of years that not only the 
systolic but the diastolic pressure rises. If observation 
continues, one finds that the patient has acquired all the 
signs and symptoms of true hypertensive disease. » 

(c) The Results of the Treatment of Hypertension with 
Thyroid Extract. The most important evidence in sup- 
port of the existence of a functional antagonism between 
the 2 glands will now be considered. This was first pre- 
sented in March 1950.° when the results of the treatment 
of 50 cases with thyroid extract were reported. Since 
then a further 284 have been treated making a total of 334 
cases. In 229 or about 70% of these it was possible 
to bring down the blood pressure and to relieve the symp- 
toms by the administration of thyroid extract.‘ 

This completes the evidence that in the control of the 
blood pressure the adrenal medulla and the thyroid gland 
have antagonistic actions. 

To recapitulate. 

Firstly, there is the evidence of endocrine control 
and of endocrine antagonism and the fact that 
noradrenaline raises the diastolic pressure while an excess 
of thyroid secretion lowers it; secondly, the evidence 
of control of the calibre of blood vessels, noradrenaline 
causing vasoconstriction, and thyroid secretion vaso- 
dilatation; thirdly, the experimental evidence that exces- 
sive amounts of noradrenaline will cause overaction 
of the thyroid gland as manifested by a rapid enlarge- 
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ment of the gland, post-infusion vasodilatation and a fall 
of the blood pressure to the pre-infusion level: 
finally, the clinical provided by the case 
of Strombeck and Hedburg, the evidence of the patho- 
genesis of Graves’ disease and the evidence of the control 
of hypertension with thyroid extract. 


below 


evidence 


All in all, this evidence of antagonism between these 
glands is formidable and makes it reasonable to claim 
that the constitutional factor underlying essential hyper 
tension is an insufficiency of the thyroid gland. 

D. DEFINITION OF 


ESSENTIAL HYPERTENSION 


Essential hypertension may thus be defined as a disorder 
in which the blood-pressure-raising mechanism normally 
associated with emotional not countered or is 
inadequately countered by the thyroid gland. This thy- 
roid insufficiency, absolute or relative, is in all probability 
the inherited constitutional predisposition—the 
factor in the problem of causation 


Stress 1S 


basic 


COMMENT 


1. Relationship of Renal to Essential Hypertension. 
Goldblatt'’s work, contirmed by the South American 
School of Houssay and Braun-Menendez,*? has established 
the fact that renal hypertension is the result of renal 
ischaemia. Essential hypertension is the commonest 
cause of renal ischaemia and therefore the commonest 
cause of renal hypertension. It follows that the majority 
of cases of essential hypertension will be complicated by 
varying degrees of renal hypertension. For this reason 
one must not expect from the thyroid treatment of hyper- 
tension the uniformly favourable response observed in 
the treatment of other endocrine deficiencies with the 
hormone concerned. As reported, a favourable response 
to thyroid treatment in hypertension was obtained only 
in about 70% of the cases treated 

2. Essential Hypertension and Atheroma. Atheroma and 
hypertension are closely related. Firstbook quoting 
Wilens states: ‘Severe atherosclerosis is about twice as 
common in hypertensives as in non-hypertensives of the 
same age, sex and adiposity.” Is the deposition of 
cholesterol in blood vessels a manifestation of endocrine 
imbalance? In this context the elevation of blood 
cholesterol level in hypothyroidism and in essential hyper- 
tension “* and its depression in hyperthyroidism are signi- 
heant. 

A possible link between hypertension and atheroma is 
an excessive intake of fat (or phospholipid). This may 
place an added burden on a constitutionally weak thyroid 
gland in much the same way as an excessive intake of 
carbohydrate overburdens a constitutionally inferior islet 
cell system in the potential diabetic. The statement of 
Hotfman and Hoffman!’ that ‘the first point of attack 
of the thyroid hormone is upon the phospholipids,” sup- 
ports this possibility. 

Essential hypertension has been defined as adrenal 
medullary overactivity associated with thyroid  insuffi- 
ciency Is it not possible that thyroid insufficiency 
associated with a normally functioning or hypofunction- 
ing adrenal medulla is the cause of atheroma? If this is 
so, have we in thyroid extract (whose administration 
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causes a fall in blood cholesterol) a substance which will 
prevent or remove atheroma? This view receives support 
from the work of Steiner, Kendall and Bevans.*° Under 
ordinary conditions dogs fed on fat and cholesterol do 
not develop atheroma. These investigators showed that 
if thiouracil is added to the fat and cholesterol diet 
atheroma will now develop and the distribution of the 
lesion in the abdominal aorta, the coronaries, etc., wil! 
closely resemble that naturally found in man. 


3. Thyroidectomy and Hypertension. In the light of the 
adrenal, thyroid antagonism demonstrated above, one 
would expect thyroidectomy to be followed by hyperten- 
sion. In the 4 years since beginning this study I have 
seen a number of cases of hypertension in patients who 
had had their thyroid glands removed 5 to 10 years 
before. Recently, paying particular attention to the 
behaviour of the blood pressure in a case of Graves’ 
disease treated with propyl thiouracil (maintenance dose 
400 mg. a day) one noted over a period of 9 months that it 
rose from 145 80 to 170/126 mm. Hg as the more dis- 
tressing symptoms were relieved. In addition we have 
the evidence of Weaver and Bohr~-° who showed that 
immediately after thyroidectomy the  brachial-to-digital 
ratio falls. This is an indirect way of saying that 
vasodilatation disappears and the diastolic pressure rises 
Moreover, according to Joll*’: 

* There is suggestive evidence (Rosenblum and Levine, 1933. 
Towers, 1933; Bourne, 1935) that. following contro] of the 
thyrotoxic state, the blood pressure may rise further rathe: 
than fall Hill (1938) found that 50 of his follow-up 


patients had a systolic pressure of 180 mm. or more and 20 
had a pressure of 170 mm. Hg or more.’ 


4. Myxoedema and Hypertension. For the reason 
given above myxoedema should also be associated with 
hypertension. It is; but only to the extent of 42% of 
cases. Why is it absent in the remainder? As the eleva 
tion of the blood pressure is the result of adrenal medul- 
lary overactivity, the most likely explanation is that in 
those cases there is an associated hypofunction of this 
gland. It is possible that the myxoedematous process 
which affects tissues as dissimilar as the skin and 
the heart muscle might also involve the chromaffin cells ot 
the medulla and to a varying degree in ditlerent cases. 

5S. Hypermetabolism and Hypertension. Wt ts recognized 
that the basal metabolic rate is elevated in essential hyper- 
tension and that figures such as - 40°, and - SO”. are 
often found. In phaeochromocytoma figures of 100 
have been recorded.-* The subcutaneous injection of 
adrenaline hydrochloride (1 : 1,000) is followed within 
half an hour by an elevation of the B.M.R. as shown 
below: 

TABLE 1: EREECT OF 


ADRENALINE ON THE B.MLR 


B M.R 
4drenaline HCL 


Student (c.c.) Before } hour after 
(1: 1,000) Injection 
0.5 + 3° 447° 
2 0.5 4 10°, 
3 0.75 4° 33% 
4 0.78 271 611 


' 


16 Mei 1953 S.A. TYDSKRIF 


Control 
Student Aq. Dest. B. M.R 
Before 4 Hour after 
Injection 
0.5 27 + 20°, 


Furthermore, adrenalectomy causes a profound fall in the 
metabolic rate. 

In the early stages of this investigation, when making 
use of the B.M.R. estimation, I noted with surprise that 
in a number of cases the metabolic rate fell while 
the patients were on thyroid extract. On the other 
hand, in the majority of those who complained of symp- 
toms of overdosage the B.M.R. rose. At that time these 
results could not be explained and were attributed to the 
uncertainties inherent in this particular procedure. In 
retrospect, however, they fall into line with the observa- 
tions already mentioned. They support the conclusion 
that the gland primarily responsible for the eleva- 
tion of the metabolic rate is the adrenal medulla and 
not the thyroid gland, as we have been led to believe. 

That this is so is confirmed by the observation that 
hyperthyroidism may occur without hypermetabolism. 
Werner and Hamilton in a recent study of 15 such cases 
have demonstrated this conclusively.*® Similar cases have 
also been collected in Means’ Thyroid Clinic in Boston.*” 
These are presumably the rare cases of hyperthyroidism 
where the adrenal medulla is not overactive but function- 
ing normally or below normal. 

If thyroid extract can lower the B.M.R. and, further, 
it hyperthyroidism can occur without hypermetabolism, 
it follows that the association usually noted in Graves’ 
disease is secondary to adrenal medullary overactivity. 
The argument which may be advanced against this view, 
viz. that the B.M.R. rises after thyroid administration to 
adrenalectomized animals, is not valid because it fails to 
take into account the large amount of extra-adrenal 
chromaffin tissue present in the body. 

It seems reasonable, therefore, to regard the associa- 
tion of hyperthyroidism and hypermetabolism as a mani- 
festation of overactivity of the adrenal medulla. 

6. The Adrenal Cortex and Hypertension. Hypotunce- 
tion of the adrenal cortex, e.g. in Addison's disease, is 
associated with hypotension; hyperfunction with, among 
other abnormalities, hypertension. The low blood pres- 
sure in Addison’s disease is attributed to a diminution in 
blood volume due to a disturbance in electrolyte balance. 
As plethora is the rule in adrenal cortical overactivity, it 
seems reasonable to claim that the hypertension found 
here is due to an increase in blood volume. 

‘Injection of cortical extracts, although raising the blood 
pressure in adrenal insufficiency, does not alter the blood 
pressure in normal controls. There is no reason to believe 
that cortical hormone is directly responsible for an increase 
in the arterial tonus, for the re-establishment of the normal 
blood volume explains the reaction of the adrenalectomized 
animal."3° 


Moreover, as McMichael” has recently pointed out, 


‘efforts to demonstrate increased excretion of suprarenal 
cortical substances in the urine of hypertensives have not 
vet succeeded.” 

We may conclude therefore, that overactivity of the 
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adrenal cortex is not directly related to essential hyper- 
tension. 

7. The Thyrotropic Hormone and Hypertension. There 
appears to be no evidence, either clinical or experimental, 
that this hormone plays a part in causing hypertension 
As its function is to stimulate the thyroid gland, it is con- 
ceivable that in some instances hypertension may be 
caused by a deficiency of the thyrotropic hormone of the 
pituitary 
F. SUMMARY 

1. The mechanism of blood pressure elevation in 
response to emotional stress is described. 

2. Evidence is adduced to show that in the regulation 
of the blood pressure, the adrenal medulla and the thy 
roid gland have antagonistic actions. 

3. Essential hypertension is defined as a disorder in 
which the normal blood-pressure-raising mechanism is not 
countered or is inadequately countered by the thyroid 
gland. Thyroid insufficiency, absolute or relative is the 
basic factor in the problem of causation. 


I would like to thank Winthrop Products (Pty.) Ltd., for 
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ENDOMETRIOSIS IN THE 


S.A. MEDICAL 


DIFFERENTIAL DIAGNOSIS 


OF PELVIC ABDOMINAL EMERGENCIES 


JOURNAI 


M. Mitcer, M.B., Cu.B., D.P.H., D.G.O., D.Osst. R.C.0.G 


Endometriosis, although  trequentl, encountered in 
America and England ts stll regarded as a comparative 
rarity in South Africa. Kelly and Schlademan'! found 
endometriosis present in 179 patients (8.9°,) in perform- 
ing 1,991 consecutive abdominal gynaecological operations 
Shaw ~ says that a minor degree of pelvic endometriosis 
is extremely common Furthermore, rupture’ ol 
endometrial cysts giving rise to abdominal emergencies 
have only rarely been reported. A total of 9 had been 
reported until the recent contribution by Dean. He 
reported 6 additional cases, five of which were seen pre- 
operatively by a gynaecological team and the diagnosis 
was made in 2 of them. Apart, therefore, from its occur- 
rence, it is interesting to record the following case of rup- 
tured endometrial cyst because of tts manifestation as an 
abdominal emergency 


CASE RECORD 


Mrs. R., aged 30 years, para: 2. 0, married tor 6 years, 


was admitied to hospital on 13 October 1952 at 3.15 a.m... 
complaining of pain in the lower lumbar region radiat- 
ing to both iliac fossae, and vaginal bleeding. Duration 
10 hours 

History. Suddenly at 5.30 p.m. on 12 October 1952, 
she felt lower lumbar pain radiating to both iliac fossae 
and accompanied by nausea. The pains recurred every 
few minutes and felt lke labour pains. She took 2 
Saridone tablets, felt some relief and went to sleep, but 
awoke at midnight with recurrence of the pains, although 
more severe. She also had the sensation of wanting to go 
to stool and to micturate and, whilst doing so, noticed 
some slight vaginal bleeding. She had had painful breasts 
during the first week of October, but there was no nausea 
or vomiting. Her last menstrual period was on 18 August 
1952. On 15 September 1952 she had a pinkish show 
for 2 days, and no further bleeding until 13 October 
1952, when it commenced like an ordinary period tollow- 
ing on the development the sudden pain described above 

Urine. No pain or frequency until 13 October 1952, 
when associated with the pain described before, she had a 
desire to micturate 

Bowels. Regular 

Obstetric History. In 1947, normal vaginal delivery of 
a premature infant weighing 4$ Ib. Child alive and well: 


1949: Full-teme normal delivery (8 Ib. 9 oz. infant) 
Child alive and well. 
Menstrual History. Menarche: Thirteen years. Cycle 


§/28 and regular: average loss. For a year before she 
had pain in the hypogastrium and left iliac fossa for 10 
days before the period. The pain at first disappeared 
with the onset, but since April 1952 she had noticed that 
the pain continued during the period and was accom- 
panied by backache. Dyspareunia, deep and referred to 


Vereeniging 


the left 
bleeding. 


ihac fossa, since March 
No leucorrhoea. 

Previous History. June 1944: Appendectomy; March 
1951: Treated for cervical syndrome. and urethrocele by 
cauterization and surgical repair: May 1952: Hystero- 
salpingography: August 1952: Uterotubal insufflation with 
a positive result at 120 mm. Hg. 

Family History. Nil relevant. 

Social History. Contraception 
year following the previous birth. 

Condition Examination. Obese, muscular looking 
woman: no hirsutism, no thyroid enlargement. 

Temperature, 98° F.; Pulse, 88 per minute: 
moist and clean; Chest. N.A.D. Blood Pressure 
mm. Hg. 

dhdomen Tenderness and rigidity 
gastrium and both tiac fossae 
shifting dullness, no masses 

Pelvic Examination : 
Perineum intact. 

Vagina. Slight prolapse of the posterior vaginal wall 
No stress incontinence demonstrated. 

Cervix. Normal sized multiparous os, smooth, some- 
what soltish and pointing downward and backwards 
Marked excitation pain referred deep in the pelvis. 

Uterus. Not easily defined owing to the tenderness 
Impression of normal size, anteverted and anteflexed. 

Fornices. Tender through all the fornices, particularly 
through the left lateral. 

Speculum. Cervix healthy looking, pink, with blood 
coming from the os 

Special Investigation: Frog test, negative: Wassermann 
Reaction, Negative: B.S.R.6 mm.; Hh, 90 
Differential Diagnosis: 

|. Tubal abortion with haemorrhage into the pouch 
of Douglas 

2. Threatened abortion. 

3. Haemorrhage into and rupture of an ovarian cyst. 

Treatment and Progress: She was kept on an hourly 
pulse under observation for the following 72 hours 
during which period she felt no further pain, but con- 
tinued to bleed vaginally to the extent of about 6 pads 
per day. On the fourth day I decided to do an examina- 
tion under anaesthesia and a diagnostic dilatation and 
curettage, when a mass the size of a small orange was 
felt through the left lateral tornix. It felt smooth and 
cystic The curettings were slightly bulky with no 
evidence of ovular remains. Colpotomy puncture was 
performed and a small amount of stale blood aspirated. 
In view of the possibility of ectopic pregnancy or a rup- 
tured ovarian cyst, although a negative Frog test was 
obtained, it was decided to do a laparotomy. 

Laparotomy. On the left side 2 adjacent ovarian cysts 


No post-coital 


not practiced since a 
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Tongue, 
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over hypo- 
Rebound tenderness. No 


Vulva. A little blood at the vulva 
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were found. The wall of the smaller infero-lateral one had 
ruptured and appeared thick and haemorrhagic, whilst in 
the pouch of Douglas and dispersed about the abdominal 
viscera approximately a cupful of stale blood was found. 
The rest of the pelvic viscera were apparently normal. 
An ovario-cystectomy was performed and the specimen 
submitted for histological examination. 

Report of Curettings. Microscopic study revealed only 
a regenerating oOestrogenic type of endometrium. No 
evidence of decidual transformation could be found. 

Report of Sections. Sections from this specimen of 
ovary show the presence of endometriosis, a few folli- 
cular cysts and a simple cyst. No evidence of malignant 
neoplasia has been observed in the sections examined. 


DISCUSSION 


The case record reveals the close similarity of signs and 
symptoms associated with the ruptured endometrial cyst 
found, with those that occur with a tubal abortion with 
haemorrhage into the pouch of Douglas. 

The presence of the cyst determined in the examination 
under the anaesthetic and the colpotomy puncture find- 
ings favoured the diagnosis of tubal erosion, although had 
greater cognizance been taken of the history of acquired 
and progressive dysmenorrhoea, the possibility of rup- 
tured endometrial cyst might have been given greater con- 
sideration. Furthermore, the other cardinal symptoms of 


pelvic endometriosis were evident, viz. dyspareunia and 
relative infertility. 
Were 


it not that indications of endometriosis were 


This case warrants publication because of : 
i. The youth of the patient: 
u. The presenting paralysis without sensory disturbances. 
in. The rapid relief after a one-stage operation. 


CASE REPORT 


A 1S-year-old girl was admitted in 1948. Seven months 
before she had noticed that both lower limbs were weak: 
the very next morning she was unable to get out of bed. 
stand or walk alone. Following this acute onset within 
24 hours, the condition had gradually become worse. 
There had never been any pain or paraesthesiae. Vesical 
and rectal sphincters were unatfected. Her previous history 
was normal. 

Examination revealed normal physique and intelligence: 
bilateral spastic paraplegia in extension with marked 
adductores spasm: normal co-ordination and no atrophy, 
fibrillation, sensory disturbance, deformities or trophic 
changes. All muscle groups in the lower limbs reacted 
grade 3 to faradism. Full blood count: normal; Kahn 
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already apparent from the symptoms of premenstrual and 
menstrual pain, dyspareunia and relative infertility, one 
might have been inclined to blame the utero-tubal insuf- 
flation for regurgitation of endometrial fragments via the 
tube, and developing in accordance with the Sampson 
(1921)° theory of origin of endometriosis, except that the 
endometrial particles arose by the above means rather 
than by retrograde menstruation. Alternatively, one 
might have blamed the hysterosalpingography in the 
pathogenetic fashion described by Teilum and Madsen 

Finally, the presence of simple follicular cysts occurring 
alongside the endometrial cysts is not unexpected when 
the conjecture that hyperoestrinization is the possible 
exciting factor in the growth of ectopic endometrium or 
the metaplasia of coelomic epithelium is considered. 


SUMMARY 


1. A case of ruptured endometrial cysts ts presented in 
view of its rarity and the necessity of considering its pos- 
sibility in pelvic abdominal emergencies. 

2. Other features pertaining to the possible origin are 
briefly discussed. 
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test: normal. E.S.R. (Westergren): 15 minutes at one 
hour. 
Lumbar Puncture. Fluid of normal appearance, pressure 


hardly registering, and the flow ceasing spontaneously after 


3 cc. had been collected. Queckenstedt test, positive. 
Chemical, microscopical and cultural investigations, 
normal. 


Roentgenogram of Spine: ‘The right pedicle of the 
seventh thoracic vertebra, part of the transverse process, 
the adjoining portion of the head of the right seventh rib 
and the left pedicle show considerable destruction. On 
the lateral view there is scalloping of the posterior aspect 
of the body of the seventh thoracic vertebra, and the 
intervertebral foramen between D7 and D8 is consider- 
ably widened. There is a paravertebral soft tissue swell- 
ing on the right side of the seventh thoracic vertebra. 
Lumbar spine and pelvis normal. Lung fields normal. 
Conclusion: Intra-spinal lesion with extension through 
the seventh intervertebral foramen on the right side.’ 


The usual pre-operative radiographic marker was 
arranged. 
Operation. Patient prone. Right hemilaminectomy per- 


Packt 
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formed centering on the spine of the seventh thoracic vertebra 
and extending trom D6 to D8. A firm encapsulated extra- 
dural tumour was found to the right of the cord, extending 
one inch into the right extrapleural space through the inter- 
vertebral foramen between D7 and D8, and incorporating 
the right seventh thoracic nerve root in its substance. The 
cord was found displaced to the left with complete absence 
of pulsation below the tumour. The intraspinal portion was 
first removed with the capsule intact The small intra- 
thoracic portion was then removed via the laminectomy 
incision by enlarging the relevant foramen with bone nibblers 
and then removing the head of the seventh rib. Brisk haemo 
rrhage from a retracted intercostal artery was controlled by 
a transfixion ligature; a nick in the thin posterior parietal 
pleura was closed with a free muscle graft. Pulsation returned 
to the cord immediately after relict of compression 
Post-operatively a right-sided closed pneumothorax required 
needling on the evening of the operation; 250 ¢.c. were with- 
drawn and thereafter the residual air was gradually absorbed 
A complicating pleural effusion remained sterile and cleared 
with repeated aspiration, penicillin replacements and breathing 
exercises. Mild urinary retention persisted for 4 days 


show differentiated 


Fie. J. Section of tumour tissue, to 
Type 1 neurilemmoma 
Fig. 2. Section of tumour tissue from centre of Fig. 1 


(high power view). 


Histological report on the Operation Specimen (Figs. 1 and 
2): *The tumour is of the type A neurilemmoma. There 
is no capsule in the portion of the tumour submitted for 
examination. There are no areas of degeneration, haemo- 
rrhage or necrosis. The tumour has a myxomatous matrix.’ 

The paralysed limbs were supported in moulded plaster 
of Paris splints and physiotherapy continued. On the 28th 
post-operative day the patient was able to walk with crutches 
Three months after operation the left limb was normal, but 
slight spasticity and weakness remained in the right calf 
muscles. She could then walk well with only one stick. 
Six months after operation both lower limbs were normal, 
she could walk normally and work was resumed 

A late follow-up 5 years after operation reveals that she 
has been working satisfactorily as a factory hand for some 
years, and that both lower limbs are normal without subjective 
symptoms. Roentgenograms show mild dorsal kyphosis at the 
laminectomy site but the vertebral bodies and lung fields are 
normal. 


DISCUSSION 


Four tvpes of hour-glass deformation may be tound (Fig 
3), of which types IV is extremely rare 
The histopathology varies 
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1. Neurofibroma (a) solitary; (b) multiple (von Reckling- 
hausen’s disease). 
un. Neurilemmoma (Nerve sheath tumour, Schwannoma). 
ili. Meningioma. 
iv. Ganglioneuroma. 
v. Haemangio-endothelioma. 


The neurilemmoma ‘s the commonest; in addition tu 


Antoni’s histological types A, B and C, an epithelioid 
Recently 33 instances of malig- 


variety is rarely found.-” 
nant neurilemmoma have been reported." ' 


Iv 


Fig. 3. 
tumour (after Eden, K (1940): 
I Intra- and extradural. 

Il Intra- and extradural and paravertebral 
Il] Extradural and paravertebral. 
Foraminal and paravertebral. 


hour-glass 
Brit. J. Surg., 28, 549) 


Diagrams of anatomical types of 


TABLE I | ANATOMICAL VARIETIES OF HOUR-GLASS TUMOUR 
Heuer ® Eden ° 
(64 Cases) (32 Cases) 
Intraspinal (Type 1) 10 12 
(both intra- and extradural but 
stopping short of the intervertebral 
foramen) 
Intraspinal and Paravertebral (Type 
My) 9 6 
(both intra- and extradural, ie. two 
points of constriction) 
Intraspinal and Paravertebral (Type 
42 6 
(extradural only, Le. one point of 
constriction) 
Foraminal and Paravertebral (Type 
Iv) 2 1 
(no proved intraspinal lobe) 
Multiple Hour-glass Tumour 
(Types I, Il and HD 1 7 


| 
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THERES STRENGTH IN 


COMBINED ACTION 


The answer to many a problem 
lies in combined action. Witness the higher 

blood levels and the greater clinical efficacy that have been 
reported from the oral administration of penicillin and the sulphon- 
amides simultaneously in cases when the oral administration of the 
antibiotic or chemotherapeutic agent alone has been ineffective. 
A convenient means of applying this combined antibacterial therapy 
is Sulpenin. Containing penicillin, sulphadiazine and sulphamerazine 
in balanced dosage, it provides a valuable treatment for many 
infections due to susceptible micro-organisms. By utilising the 
synergistic action between penicillin and the sulphonamides the anti- 
bacterial range is increased, the likelihood of kidney damage is 
lessened and the tendency for the bacteria to develop mutant strains 
resistant to one or other of the component drugs is reduced. 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 


In tubes of 10 and bottles of 100 tablets. 


Each tablet contains 
Crystalline Penicillin G (Potassium Salt), 100,000 units, 
Sulphamerazine, 025 gramme, Sulphadiazine, 025 gramme 


Literature on request 


(INCORPORATED IN ENGLAND) 
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Preferred in 


the treatment of 


PERTUSSIS 


and other 


childhood infections 


Terramycin is “particularly valuable in paediatric practice...”” 


Wolman, B. and Holzel, Brit. M.J.1:419, 1952 


‘Terramycin 


Safe + Effective « Economical - Broad-Spectrum Antibiotic. 


Now available in a variety of convenient dosage forms for greater fleribility 


PFIZER INTERNATIONAL SERVICE COW INC. 


25 Broad Street, New York 


Distributor: 


PETERSEN LTD 


P.O Box 38, Cape Town 
P.O. Box 5785, Johannesburg 
113, Umbilo Road, Durban 
South Africa 
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. HILDHOOD and puberty are ages 
Enriched 


which present peculiar nutritional 


Nutrition difficulties because their extra demands for 


bone and tissue-building foods are aggravated by a “= 


natural inchnation to use up more energy. While **"s 


rationing continues to restrict both the quality and 4+, +o¥ 


choice of the majority of staple foods, it is not easy Gy 


to satisfy the heavy requirements of youthful appetites VANS SZ 


Du When you find that rationed foods alone are insufficient to keep 


Growth up with the basic demands of young, growing patients, the 
problem of providing additional ‘proximate principles” and accessory 


factors 1 greatly eased by recommending ‘ Ovaltine.” 
Ih the Service Composed of malt, milk, cocoa, soya and eggs, © Ovalune™ 
of is rich in important osteogenic minerals. Its high protein, 
Youth iron and calcium values ensure just the right type of food 


supplementation for the increasing needs of youthful growth and calorie 


consumption. Furthermore, “Ovaltune” is excellent vitamin food 


supplement—the already considerable amounts of vitamins which occur 


in its natural ingredients have been potently augmented with the specific 


object of supplying these essentials for growth and tissue integrity. 


“Ovaltine” is constantly at your service 


Vitamin Standardization per 0z.—Vitamin B,, 0.3 mg.; 


Vitamin D, 350 i.u.; Niacin, 2 mg. 


VALTINE 


A. WANDER LIMITED, LONDON W.1. 
Factory, Farms and ‘Ovaltine’ Research Laboratories: 
Kings Langley, Herts. 
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In Cardiology 


*HMyperysin’ 


HOMMEL 


for rapid and safe 


antihypertensive effect 


In the treatment of all manifestations of vascular spasm, it is now 
believed that papaverine nitrite has superseded the hydrochloride 
because of the latter's greater toxicity. Furthermore, the classically 
recognized value of nitrites in hypertension and the accepted sedative 
efficacy of papaverine are happily combined in the potentiated 
antispasmodic action of papaverine nitrite — the principal ingredient 
of *Hyperysin.’ 


COMPOSITION 


WY 


*Hyperysin’ tablets each contain: 
Papaverine nitrite 0.7 gr. approx. 
Hexamethylenetetraminodichloralhydrate.. 3.0 gr. approx. 
Carbromalum B.P.C. .. 3.0 gr. approx. 


ADVANTAGES 

Low toxicity: Papaverine nitrite is less toxic than papaverine. 

Synergism: The papaverine nitrite is synergistically potentiated by 
two other reputable sedatives. 

ae effect: *‘Hyperysin’ does not act so abruptly as the majority 

of nitrites. 


INDICATIONS 
*Hyperysin” is aclinically proven agent in cardiovascular diseases 
manifesting arterial spasm and pathologically raised B.P. 


Essential Hypertension 
Angina Pectoris 
Angiospastic Crises 
Intermittent Claudication 


PACKING: Containers of 15 and 500 Tablets. 


HOMMEL’S H/EMATOGEN & DRUG CO. 


1221 NORWOOD ROAD fyi LONDON S.E.24 


P.O. Box 24. PORT ELIZABETH ~- P.O. Box 266. DURBAN, NATAL 
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Acute paraplegia as the presenting symptom of cord 
compression by extramedullary tumours, is much com- 
moner in children than in adults.!:! It may be 
that the firmer meningiomas and ganglioneuromas are 
more frequent in children; another possibility is the incom- 
plete development of collateral circulation on the child's 
spinal cord. Thrombosis of intramedullary blood vessels 
can cause an acute Pott’s paraplegia '°; irritation or com- 
pression of the anterior median spinal artery produces a 
flaccid or spastic paralysis.*! 

Apart from the cord compression syndrome, hour-glass 
tumour may also present as a palpable extraspinal mass in 
the neck, posterior abdominal wall or presacrally on rectal 
examination. Both intra- and extra-spinal lobes may be 
clinically silent, the clue to correct diagnosis being the 
radiographic features of the mediastinal lobe or appear- 
ance of cord compression after removal of a supposedly 
extraspinal tumour.'* Lumbar puncture is used routinely, 
but has 2 disadvantages worth noting: 

i. A normal result may be misleading: 

ii. Injudicious removal of fluid may precipitate an acute 
severe cord compression.* 

The radiology of spinal tumours is based on the obser- 
vations of Camp.* Pathognomonic of hour-glass tumour ts 
widening of an intervertebral foramen. An increase in the 
vertical interpedicular distance 1s also a very reliable sign.® 
A paravertebral lobe is easily differentiated from tubercu- 
lous abscess or aortic aneurysm; calcified meningioma may 
be confusing. In general, intraspinal tumours erode adja- 
cent vertebrae by pressure; this is seen more commonly 
in extradural types because of absent localizing etfects of 
the dura. Scalloping of the posterior surfaces of vertebral 
bodies, erosion of pedicles and of heads of adjacent ribs, 
are demonstrable in 20”., if oblique and stereoscopic views 
are included. 

Excision of an hour-glass tumour must ensure complete 
removal of both lobes. Technique should take into con- 
sideration the tumour’s size, vascularity and particularly 
the site—a compressed ischaemic cord is especially vul- 
nerable to trauma during removal of a ventrally 
placed mass. 

In the 2-stage operation the danger of hidden intraspinal 
haemorrhage is avoided by doing a laminectomy first: 
2 weeks later the mediastinal lobe is removed by a thoracic 
surgeon. The first one-stage operation in 1886 proved its 
worth by giving complete recovery in a case of quadri- 
plegia: nowadays this method is mainly used if the extra- 
spinal lobe is small, but a thoracic surgeon should assist. 
The intraspinal lobe is removed first, and then the extra- 
spinal lobe is exposed by resecting the head of one rib. 
Great care is necessary to avoid injuring the intercostal 
vascular bundle (which retracts and causes dangerous 
haemorrhage very difficult to control through the spinal 
exposure). The posterior parietal pleura is extremely fri- 
able and only tears widely if repair by suture is attempted. 

Recurrence of the tumour is due to incomplete excision 
rather than malignant change; it heralds itself either by 
reappearance of symptoms at the previous cord level, or 
by a paravertebral mass showing itself radiographically at 
a variable period after the primary operation. Compres- 
may also recur due to adhesive arach- 


sion symptoms 
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noiditis’» the longest interval was 15 years in the 
case of a meningioma. 

The following factors are significant in deciding a 
favourable prognosis for functional recovery of the cord 
after compression: (i) youth; (ii) rapid onset of symptoms 
caused by a short period of severe pressure; the patient 
presents for treatment at an early stage; (m1) tumour placed 
dorsal to the cord; (iv) the degree of indentation of the 
cord bears no constant relation to recovery, but very 
important is whether pulsations return immediately after 
relief of compression. 

Opinions differ on the * safe” time limit for cord com- 
pression. Grant® failed to get cord recovery in any case 
of thoracic intraspinal tumour relieved later than 7 months 
after onset of symptoms. In Pott’s paraplegia one does not 
usually wait more than 3 months for evidence of recovery, 
before doing a decompressing costotransversectomy; yet 
recently commencing recovery was seen 1} years after the 
onset of paraplegia. In all cases, cord compression should 
be relieved before paraplegia has passed the extension 
phase, before sphincters are affected and before sensory 
loss has occurred. 


SUMMARY 


1. An hour-glass spinal neurilemmoma caused acute 
paraplegia. One-stage excision effected a 5-year cure. 

2. The literature is reviewed and the main pathological 
and clinical features are discussed. 
I am grateful to Dr. J. D. Allen, Medical Superintendent of 
the Baragwanath Hospital, Johannesburg, for making possible 
the late follow-up of this patient. Dr. B. J. Becker, Institute 
of Medical Research, Johannesburg, gave valuable help by 
re-examining the tumour tissue. 


REFERENCES 
1. Alexander, E. and Janes, R. M. (1949): Ann. Surg., 129, 
267. 
2. Camp, J. D. (1938): Amer. J. Roentgenol., 40, 540. 
3. Davidoff, L. M. er al. (1947): J. Neurosurg., 4, 45. 
4. Eaton, L. M. and Craig, W. M. (1940): Proc. Staff Meet. 
Mayo Clin., 15, 170. 


5. Eden, Kenneth (1940): Brit. J. Surg., 28, 549. 


6. Elsberg, C. A. and Dyke, C. G. (1934): Bull. Neurol. 
Instit. N.Y., 3, 359. 
7. Fleiss, A. N. and Ingham, H. (1943): J. Amer. Med. 


Assoc., 123, 759. 

8. Grant, F. C. (1948): Ann. Surg., 128, 679. 

9. Heuer, G. J. (1929): Arch. Surg., 18, 935. 

10. Horrax, F. A. (1947): Surg. Clin. N. Amer., 27, 535. 

11. Ingraham, F. D. (1938): Amer. J. Surg., 39, 342. 

12. Money, R. A. (1950): Austral. N.Z. J. Surg., 19, 239. 

13. Naffziger, H. C. and Brown, H. A. (1933): Arch. Neurol. 
Psychiat., 29, 561 

14. Rogers, L. (1948): Austral. N.Z. J. Surg., 18, 119. 

15. Sames, C. P. (1950): Brit. J. Surg., 37, 467. 

16. Seddon, H. J. (1934): Brit. J. Surg., 22, 774. 

17. Stookey, B. (1928): Amer. J. Dis. Child., 36, 1185. 

18. Svien, H. J. et al. (1950): Proc. Staff Meet. Mayo Clin., 


25, 715 

19. Vieta, J. O. and Pack, G. T. (1951): Amer. J. Surg., 82, 
416 

20. Willis, R. A. (1948): Pathology of Tumours, \st ed., p. 832. 
London: Butterworth & Co. Ltd 

21. Yoss, R. E. (1950): Univ. Mich. Med. Bull., 16, 333 


= 

a 

4 

By 

AES 

des 


The aim of modern anaesthesia is to produce good work- 
ing conditions for the surgeon with maximum safety for 
the patient. With the introduction of the relaxants, a 
different technique of anaesthesia was developed which 
provided better operating facilities for the surgeon and 
greater safety for the patient. 

In this series of 100 consecutive abdominal and 
thoracic cases anaesthetized by the authors, an ultra- 
short acting relaxant, succinylcholine chloride (Scoline, 
Allen & Hanburys) was used according to the technique 
described by Thesletf and Von Dardel. 


TECHNIQUE 


[here is no contra-indication to the use of Scoline with any 


of the general anaesthetic in use to-day. In this series, 
nitrous oxide + oxygen nitrous oxide + oxygen + pethi- 
dine thiopentone cyclopropane ether and Vinesthene 


were used. Induction and maintenance of anaesthesia there- 
fore depends on the factors influencing the choice of any 
anaesthetic, e.g. age, diabetes, etc. 

In the majority of our cases a 5% solution of thiopentone 
was used for the induction. Maintenance was usually by 
nitrous oxide + oxygen + ether. After induction 50-75 mg. 
of Scoline was administered intravenously to the patient 
through the same needle as the thiopentone, care being taken 
to clear the needle before injecting the Scoline as thiopentone 
and Scoline in these concentrations are not miscible. Scoline 
is hydrolysed and precipitated by alkaline solutions such as 
thiopentone.- 

The patient is oxygenated until after the unco-ordinated 
muscle twitching This occurs in the majority of cases in 
15-20 seconds. Should it be absent, apnoea or respiratory 
depression is used as an indication of relaxation. As soon 
as relaxation occurs, the patient is intubated. The main- 
tenance anaesthetic is administered via the tube and by manual 
compression of the bag. A careful check is kept on the 
duration of the primary apnoea as it serves as an indication 
of the rate at which the patient detoxicates Scoline and there- 
fore also acts as a test dose (vide Case 95) 

As soon as spontaneous respiration commences, a Scoline 
drip is started This consists of 0.1 Scoline in normal 
saline solution (1 mg. per cc. of solution). The patient ts 
maintained in light third stage anaesthesia and assisted respira- 
tion is carried out throughout the operation and until the 
tidal volume is normal. In abdominal cases the Scoline drip 
is discontinued when the peritoneum is closed and in thoracic 
surgery when the chest is airtight 

In all cases full respiration was present by the time the 
dressings were in place on the wound. Paradoxical respira- 
tion occurring after thoracic operations may resemble delayed 
recovery from the relaxant and should be kept in mind 

The drip rate varies from 20-80 drops per minute according 
to the degree of relaxation required at the time 


COMPLICATIONS 


We experienced no 
apnoea 


complications. Prolonged 
(Case 9S) and lasted 45 


major 


occurred in one case 
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minutes, the duration of the operation. There were no 


late complications attributable to Scoline. 

No severe intubation spasms were met with in_ this 
series, although one of the authors (F.J.D.) has had a 
severe extubation spasm in a short case in which Scoline 
was used. 

One patient died one hour post-operatively due to a 
massive haemothorax. 

No painful muscles were reported by any patient. 


RESUME OF 94 Cases 


Suceinylcholine chloride was administered intravenously 
by the continuous drip technique to 94 cases, ranging in 
ages from 6 to 83 years, in the following procedures. 


Valvulotomies 

Pneumonectomy . 

Lobectomy 

Colectomy 

Tying of hepatic artery 

Myomectomies 

Pericardectomy ... 

Hysterectomies 

Stabbed abdomens and disembowelment 

Twisted ovarian cysts 

Transverse ileocolostomy 

Ventral hernias 

Bowel resection 

Appendicectomies ... 

Sympathectomies and tying of external 
iliac artery 

Ruptured bladders 

Cholecystectomies 

Intestinal obstructions 

Carcinoma of ovary and hydronephrosis 

Perforated peptic ulcer 

Splenectomy 


Total 94 

In the above series, the average induction dose of 
thiopentone was 0.4 gm. (range 0.30.7 gm.) and the intu- 
bation or test dose of Scoline averaged 65 mg. (range SO 
75 mg.). The total dosage of Scoline administered 
averaged 250 mg. (range 90-1,650 mg.) with operating 
times ranging from { to 4 hours. 

Case 9S: An adult Bantu male with (?) tuberculous peri- 
carditis for biopsy of pericardium which led to pericardectomy 
Thiopentone 0.S gm. and Scoline SO mg. given. slight muscle 
twitching occurred and gave place to apnoea which lasted for 
SS minutes 

Slight respiratory effort occurred after 22 minutes, but 
as the patient's respiration was being assisted this disappeared. 
The patient's respiration returned to normal after SS minutes. 
He was breathing fully after the operation. Unfortunatels 
the patient died from haemorrhage twelve hours later. A 
blood cholinesterase estimation was not done 
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Case 96: Adult Bantu male, age 37, for right hemi-colectomy 


with a history of three previous laparotomies. Blood 
pressure, 138 76 mm. Hg. Pulse 82 

The patient was induced and anaesthesia maintained with 
thiopentone. Scoline was used as in previous cases 


Operating time: 4 hours 

Total thiopentone: 0.95 gm 

Total Scoline: 1,650 mg 

Total Pethidine: 50 mg 

This case illustrates the small amounts of anaesthetic agents 
used with continuous Scoline drip 

Cases 97 and 98: Adult Bantu temale, age 24, for caesarean 
section due to ruptured uterus (foetus dead). Thiopentone, 
0.4 gm. Total Scoline 210 mg. The result was satisfactory 
and the surgeon stated that the uterus contracted normall\ 

Case 98 almost identical to Case 97. Also resulted in 
normal uterine contraction 

Case 9Y¥: Adult Bantu female tor ligation of hepatic artery 


General condition poor Liver function test, 4 failure. 
gross ascites and incipient failure. Due to the cautery being 
used. the anaesthetic employed was thiopentone gm 
pethidine 50 mg., total Scoline 260 mg 
Resume 

Initial apnoea. 2! minutes 

Rate of drip: average 50 drops per min 

Operating time: 1} hours 

Respiration returned within 1! minutes of the Scoline 
idministration being stopped 

Case 1/00: Adult Bantu male. age 52, with severe haemo 
chromatosis for splenectomy The cautery was used in this 


ease and the anaesthesia was induced with thiopentone 0.6 gm 
and maintained with thiopentone pethidine nitrous 
oxide oxVgen Relaxation controlled by Scoline drip 
Total, 360 mg 
Resume. 

Initial apnoea: 3 minutes 

Rate of drip: average S8 drops per min 

Operating time: 2 hours 

Respiration returned 2 minutes after drip was stopped 

It would appear that despite the liver damage. adequate 
cholinesterase was present in cases 99 and 100 and. therefore. 
liver damage per se ts not a contra-indication to Scoline 


DISCUSSION 


Relaxation. This was adequate in all cases and could 
easily be controlled by the anaesthetist altering the rate 
of the drip. Relaxation is always accompanied by 
respiratory depression which necessitates assisted respira- 
tion. 

We feel that complete apnoea which is easily produced 
has the following advantages: 

1. Quieter operating field. 

2. No danger of squeezing the bag during patient's 
expiration, thereby altering the cardiac output and embar- 
rassing the heart. 

Twitching. This occurred in the majority of cases. It 
was never severe nor convulsive and caused no anxiety. 
There appears to be no correlation between the degree of 
twitching, apnoea and relaxation. 

Apnoea. The duration of apnoea (initial) was found 
to average +} minutes (range 0-55 minutes) and did not 
vary to any great extent with the dosage of Scoline in 
our range. This is substantiated by an unpublished series 
of 600 cases done by the authors to assess the period of 
apnoea. Other factors which influence the period of 
apnoea are: 

1. Dose and nature of induction agent, e.g. thiopentone 

2. Level of anaesthesia prior to injection of Scoline 
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3. Hyperventilation of patient during period of apnoea. * 

4. Blood cholinesterase 

Anaesthesia. Induction was usually with thiopentone 
5. solution, average dose 0.4 gm. The amount used was 
less than is usually required. This was also noticed in 
our series of 600 short cases. 

Maintenance There was occasionally some difficulty 
in settlhng the patient on ether but this was not 
experienced with trilene, nitrous oxide, pethidine, cyclo- 
propane or Vinesthene. A degree of synergism was noted 
with ether, less Scoline being required to produce adequate 
relaxation 

Tachyphylaxis was seen with Scoline, especially with 
nitrous oxide » cyclopropane as the maintenance anaesthe- 
tic. This suggests that there is no cumulative effect with 
Scoline. As with other relaxants it ts possible to main- 
tain a much lighter plane of anaesthesia, use less 
anaesthetic and limit both anaesthetic and surgical shock 


SUMMARY 


In retrospect we feel that it would be an advantage to 
reduce the amount of fluid given by using 0.2%, solution 
of Scoline instead of 0.1%, in long cases. Further we 
advocate that the Scoline solution be prepared with dits- 
tilled water, so as not to interfere with the patient's elec- 
trolyte balance. In our view, the advantages of the con- 
tinuous drip technique are the ease of control of respira- 
tion and the fact that the full respiration at the end of 
the operation is not depressed by residual relaxant. 
Furthermore, relaxation is easily reversible in cases of 
laparotomy without the use of drugs such as prostigmine, 
should the operation be shorter than anticipated 

The danger of prolonged apnoea is a disadvantage 
which is partly obviated by a test dose of Scoline and 
the fact that apnoea can possibly be terminated by large 
doses of nikethamide.’ the use of a drip m every case has 
obvious disadvantaces 


CONCLUSIONS 


We feel that Scoline continuous drip technique is an easy 
and safe method of providing good working conditions 
for the surgeon. 


We wish to thank Dr. J. D. Allen, Superintendent of 
Baragwanath Hospital and Dr. J. C. Nicholson, Head of 
Department of Anaesthetics, Johannesburg General Hospital, 
for permision to publish; also Dr. D. C. Devitt for his kind 
assistance with this article 
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THE SOCIAL 


Evaton 


[here is hardly a disease, or a syndrome, where the socio- 
economic basic aetiology, and consequent therapy, has a 
greater influence, than in malignant malnutrition. 


Baker Jones! has dealt with the economic aspects of 
malnutrition; these need not be dependent on the social 
factors, and vice versa. One of the worst cases of malig- 
nant malnutrition seen was a family of beer brewers. 
where the income was more than sufficient. In other 
cases, with a very meagre income, the children, due to 
great care of the parents, thrive and progress. 

In the literature too much emphasis has been placed 
on the nutritional factor alone, instead of considering the 


total environment. With poor nutrition, an uneasy 
balance is maintained, the infant makes some progress 
and shows only minor nutritional disturbances. When 


the influence of environment and particularly the lack of 

hygiene Operates, with the usual onset of enteritis, the 

balance is upset, and the onset of grave nutritional dis- 

turbances, such as nutritional oedema, become manifest 
lable I illustrates this process 


TABLE I 


Economic Factors Social Factors Ignorance 
Witcheraft 

Family disintegration 
Moral decline 


Deticient Diet Poor living conditions 


Enteritis 


Malignant Malnutrition 


| Poor Hygiene 
| 


Attention to the prominent part played by the social 
factors, in this syndrome, was first brought to the atten- 
tion of the author, while studying the clinical aspects of 
a group of cases sullering from malignant malnutrition: 
SO cases were analysed. Among these, 44, or 55°, were 
not cared for by their parents. In itself. this fact was of 
considerable social significance. Why should such a large 
proportion of parents, especially among the Natives, who 
usually devote the utmost care to their children, neglect 
their responsibilities? The position is made worse, as, 
in all the cases, the ages ranged from 6 months to 4 years, 
the period when the utmost attention is needed for the 
care of the infant. If these infants were cared for by 
responsible foster parents, no untoward consequences 
would result. But this was not the case. Extensive home 
visiting elicited the fact that in the greater majority of 
cases, the responsibility was given to the grandparents. 


Information regarding the diet and general care 


revealed that these foster parents, due to age, ignorance 
a general lack of interest. neglected their charges 
(according to European standards) in a most callous man- 


and 
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ner. They appeared to have little concern regarding 
the seriousness and obvious deterioration in the condition 
of the children. Their outlook was pervaded with a 
fatalism, and perhaps a subconscious primitive idea, that 
only the fit should survive. 

The social conditions of life in this area required an 
investigation into the primary aetiology of family disinte- 
gration, sometimes temporary due to illness, at other 
times permanent, due to the causes which will be discussed 
below. 

Among the 44 children suffering trom malignant mal- 
nutrition in 8 families, the neglect by the mother was due 
to pregnancy, and under the added strain, she was unable 
to cope with her responsibilities, and neglected her 
children. 

Included in this group were the families in which the 
mother was ill or in hospital. In one family the mother 
was mentally deranged. The father had to remain at 
home to look after her, and care for 4 small children. 
He was thus unable to work, and the family had no 
means of support. They were all brought to the clinic 
in a State of starvation. It was distressing to note, and 
this has been confirmed in many other cases, that the 
neighbours would offer no help. nor could they be per- 
suaded to assist this unfortunate family. 

In 3 families the mother had died, the father had 
deserted his children, and their care became the responsi- 
bility of the grandparents, who neglected them all. The 
above cases might be classified as due to unfortunate cir- 
cumstances, often of a temporary nature. These cases, 
where illness of the mother was the causative factor, were 
in the minority. 

Usually, the neglect was due to the social conditions, 
prevalent in Native locations, resulting in instability of 
the family structure, with the consequent desertion of the 
pareats. In no less than 2! families out of the 44, where 
the children were not living with their parents, the reason 
given was the desertion of the husband and the necessity 
of the wife to leave her home to seek work in the towns 

In such districts as Evaton, if lobola is not paid, the 
marriage union has little binding quality. In addition, 
the economic conditions aid in this family disintegration 
The husband finds employment in towns, 15-30 miles 
away. Transport costs, and the physical strain of travel- 
ling such distances, make it more convenient for the 
breadwinner to remain near his place of work. He returns 
home perhaps at week-ends, or even once a month. Soon 
he forms other attachments and neglects his family 
responsibilities. The wife is then forced to seek employ- 
ment and leave her children in the care of others. 

In the above families there has been some attempt on 
the part of the parents to form a family unit by living 
together. However, in 8 families there was no intention 
of marriage, nor any marital union of the parents. In 
the former group we have not raised the question of 
illegitimacy In the latter group it is obvious. The 
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fathers of the children could not be traced, and the 
mothers were forced to go out to work to support their 
families. Here again, after a time, the responsibility 
became irksome, and the children were deserted, by both 
parents, and those caring for them often had no income 
to buy the necessary food. 

In 4 families, the wage of the husband was not suffi- 
cient, with the result that the wife had to work to imple- 
ment the family income. 

So far, this investigation has dealt with the 44 families 
where the mothers were not caring for their children. 

The findings in this selected group, can be summarized 
thus: 

Neglect of children due to: 


Illness of mother 
Death of mother 
Desertion of father, 
Iilegitimacy 
Insufficient income 


mother 


working 


Total 


In 6 of the remaining 36 families, the moral standard, 
due to drunkenness and gambling, was so low as to be 
the main cause of child neglect and consequent malnu- 
trition. 

Usually, where the parents run a shebeen (illegal liquor 
establishment) their income is far above the average. One 
of the worst cases (of what might be termed deliberate 
starvation of a child) occurred among this group. 

Throughout the whole range of cases, superstition and 
witchcraft played a part. So ingrained are these beliefs 
that it was difficult, if not impossible, to obtain any 
co-operation with these patients. It was noticed that 
when some of the infants were improving, the patients or 
relatives suddenly ceased to attend the clinic, and it was 
reported that the child had been taken to an inyanga 
(witch doctor). In such cases it was the firm belief that 
this syndrome was a * Native disease” which did not 
respond to European medicine. The chronic nature of 
this syndrome, the frequent relapses, and the fact that 
diet was prescribed, instead of some potent medicire, lent 
credence to this belief, as illustrated by the following 
case: 

A child suffering from malignant malnutrition was showing 
some response, after several relapses. The parents then 
refused to bring the child to the clinic for further treatment 
The following reasons were given. ‘This was a “ Native 
disease", and in this particular case, the mother of the child 
had been bewitched, some time previously. Her husband, 
however, was a powerful inyanga, and was able to exorcise 
the spell, to a certain extent, with the result that the woman 
survived, but the spell was transferred to the children. One 
infant had already died, and the child whom we were treating, 
was also under the spell.” Treatment by witchcraft was 
resorted to, the diet and advice which we had given was not 
carried out, and the child died 


So far we have dealt with a selected group 


family 
investigation of a number of clinical cases. It is of the 
utmost social importance to attempt to assess the social 
factors in the general population responsible for, if not 
the manifest case, at least the potential case of mialig- 
nant malnutrition. 

The experience of the clinical records must lead to the 
conclusion that the proper well-being and nutrition of 
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infants is largely determined by parental care; or the 
alternative, that without parental care, neglect and mal- 
nutrition are more likely to ensue. 

Such an assessment is beset with difficulties. It is diffi- 
cult to define neglect and we have few valid standards for 
comparing the nutrition of different groups of infants. 
Furthermore, both these factors vary from time to time 
in the same family. However, if we regard ‘family dis- 
integration’ as a factor in malignant malnutrition then, 
by a clear definition of this term, we can measure the 
relevant factors in the general population. Family disin- 
tegration might be defined as those conditions causing a 
permanent dislocation of the parental influence on the 
family group. 

fo measure the frequency of these factors, a random 
survey was undertaken in 105 families chosen from a 
gridded map, by means of a series of random numbers. 

In 90 families the parents were living as an integrated 
family unit, with the husband in employ, and the wife 
generally at home and occupied with household duties. 

In 15 families, however, the parental influence was dis- 
turbed by the mother being away. The cause for this 
absence was as follows: 

Mothers having to seek work away from home: 

l 7 families due to desertion by their husbands. 

2 2 families due to decease of husbands 

3 3 families due to insufficient income of husbands 

4. In 1 family the husband was too old to work. 

5. In 2 families the reasons could not be ascertained. 

In this group, there were 24 children below the age of 
10 vears, living with their grandparents. 

Illegitimacy is one of the most important factors in 
family disintegration. In such families a family unit, or 
sub-unit has been created, in most cases by accident. 
European customs cannot be applied to Native life. 
Lohbola custom, whatever its faults, leads to a firm unity 
of marriage. European legal or church marriages have 
similar binding qualities. However, in urban locations a 
large proportion of marriages are only by consent of the 
2 parties, without any formalities. Less binding in 
quality, such marriages, nevertheless, have established 
themselves in time, free from social stigma, and have 
resulted in stable unions. For the purposes of this sur- 
vey, illegitimacy has been recorded only when there has 
been no attempt to form a family unit. This state of 
affairs is prevalent among the adolescents, the father of 
the child having no intention of forming a union with 
the mother. 

In the random survey, there were 95 children in the 
11-25 age group. Of these, 18 girls were married and 
were living at home, caring for their offspring. But 12 
were unmarried, with 14 children, whose fathers had dis- 
appeared, and did not contribute to their support. Six 
of these young mothers were away working, and their 
infants left with grandparents. 

Thus we have, in the older generation, the socio- 
economic causes of family disintegration which have been 
mentioned, and in the younger generation, a very preva- 
lent problem of illegitimacy 

The reliability of these small sample figures may be 
disputed, but the general impression of day-to-day clinical 
work among the urban Natives only confirms the serious- 
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ness of the problem of illegitimate children among the 
coming generation of Natives 

The total effect of all these IS an increasing 
spiral of child neglect, with grave consequences as far as 
health of the future generation ts concerned. 


factors 


DISCUSSION 


Ihe aetiology of malignant malnutrition has had most 
extensive investigation. Such factors as diet, precipitat- 
ing illnesses and economic causes are well understood: 
but the social causes underlying the whole pattern of 
aetiology have received scant attention, 

Certain figures have been presented which illustrate the 
social pathology of family life among the urban Bantu 
the actual number of families so allected will vary from 
place to place and even in the same place, with different 
random samples. The defects, as they exist in 
many areas without any remedies, deteriorate from year 
to year. In this paper, attention has been focussed only 
on one aspect of the results of the breaking down of the 
family structure, viz. the elfect on small infants. Other 
factors, such as the increase of crime and vagrancy of the 
idolescent Native, due to the same causes, have been men- 
tioned in several articles and reports. 

Concerned as we are with malnutrition, social therapy 
and economic relief is of prime importance. Medical 
treatment is only a temporary remedy, so much so that 
no tinal figures are available tor the mortality of malig- 
nant malnutrition An infant leaving the hospital, 
ipparently cured, ts again exposed to the same socio- 
economic environment which primarily caused the syn- 
drome, and unless this cause ts eradicated, the therapy 
(even if effective) results in no permanent benefit. 

It is essential that our views about the prevention ol 
malnutrition among the Bantu, in urban locations be 


social 


re-orientated. 

It is not enough to supply the neeJty with extra food 
supplements, or even to educate them about a balanced 
diet, unless we can be certain that those directly 
cerned with the care of children 


con- 
the parents, or grand- 


IN Cases WHERE THE BREACH OF 


|. In all Branches or Divisions of the Association there 
shall be appointed annually a Branch or Division Ethical 
Committee, provided that where no Branch or Division Ethical 
Committee has been appointed the Branch Council or the 
Executive Committee of the Division shall act as the local 
Ethical Committee 

2. If a complaint ts received by the Honorary Secretary ot 
a Branch (or Division), he shall immediately consult the Pres) 
dent of the Branch (or Chairman of the Division) who shall 
decide whether or not the matter shall be placed before the 
Fthical Committee for attention 

3. The first duty of the Ethical Committee shall be to decide 
whether, in all the circumstances and on the information 
before it, the matter is of such gravity that it should be 
referred to the South African Medical and Dental Council. 
4. If the Ethical Committee feels that there has prima facie 
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parents —have sufficient interest, ability and a genuine 
desire for their welfare. As has been clearly demonstrated, 
where the family has disintegrated, little interest is shown 
in the unfortunate offspring. 

Welfare organizations taking over these responsibilities 
by means of infant clinics and créches, remedy the 
present situation as it exists, but such measures do not 
reach the basic causes of the evil, which is far deeper, 
and will continue unless the life in urban areas is 
re-orientated to the old values of family responsibility 
and the unity of family life. 

This would require far-reaching changes of law, cus- 
tom and labour conditions, but (even more important) the 
inculeation of ideas in the Native mind to improve their 
own standards, rather than the /aisser-faire attitude ot 
static inactivity, in the worst possible conditions for the 
continuation of a healthy life. 

My thanks are due to the Secretary for Health, for permission 
to publish this paper 
SUMMARY 


It was found that in 44 (55...) of cases of malignant mal- 
nutrition, the aetiology was not due primarily to nutri- 
tional deficiencies, but to a complete disorganization of 
the parental factor in the family unit, consequent upon 
remote social and economic changes, beyond the control 
of the individual. 

Some ideas of the prevalence of this social pathology 
have been given in the second part of this paper. 

In the random group of 105 families, in 1S (14°) due 
to various factors, the family unit was disorganized, and 
the children left without proper parental care. The prob- 
lem of disorganization was turther aggravated by the high 
illegitimacy rate. 

No less than 12 out of 30 (40 
first generation produced illegitimate offspring. 
the cases these children were not cared for by 
mothers, who were away permanently at work 


) of the children of the 
In_ half 
their 
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been a grave breach of a rule of the South African Medical 
and Dental Council, it should take no further action but 
should either refer the case to that Council itself or advise 
the complainant to do so. 

5. If it is decided that the matter is not one for reference 
to the South African Medical and Dental Council, the Com- 
mittee should do its utmost to settle the matter as expeditiously 
and as satisfactorily as possible. This should be done in the 
spirit of arbitration after the parties concerned have indicated 
their willingness to abide by the decision of the Committee 

6. If the complaint is made by a member of the public x# 
is not advisable for the matter to be investigated by the Ethical 
Committee. 

7. If the complaint is raised by one doctor against another, 
the complaint should be in writing and the doctor complained 
against should be furnished with a copy. Both should then 
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be invited to attend a meeting of the Committee. If one 
or other refuses, the Committee may appoint one or more 
of its members to interview the defaulter. 

8. If it is apparent that legal issues are involved, the com- 
plainant should be advised that the matter is not of an ethical 
nature and that he should consult his lawyer. 

9. In all cases it is essential to act quickly so that matters 
may be settled before they are allowed to grow or the con- 
troversy becomes bitter. 

10. If a case cannot be satisfactorily settled and the Com- 
mittee is of the opinion that there has been a breach of ethics 


The following letter, dated 13 April 1953, has been received 
from the Secretary / Treasurer of the District Surgeons’ Society 
(Dr. P. G. J. Koornhof), P.O. Box 335, Bethlehem, O.F.S. : 

Kindly allow me to inform all District Surgeons through 
the medium of the Journal about a recent development in the 
Negotiations between the Department of Health and _ the 
Committee of the District Surgeons’ Group 

In February last the Department invited the Committee to 
discuss with it the matter of drug allowances to part-time 


District Surgeons. The Department had, in its invitation. 
tentatively proposed a scheme whereby a District Surgeon 
should, at his discretion. be allowed to collect a small fee 


from such tndigents as. in his opinion, could be expected to 
pay something. It was specifically stated that only drug 
allowances as such would be discussed at this meeting, other 
matters such as salaries. travelling allowance, etc., being still 
the subject of investigation by the Department. 

On 23 March representatives of the District Surgeons’ Group 
met Dr. Clark and other officials of the Department at 
Pretoria, and in the long discussions which followed your 
representatives made it clear that, in their opinion. such a 
scheme would prove to be unworkable in practice. It would 
involve the District Surgeon in endless argumentation and 
unpleasantness if he had to collect fees from certified indigents. 
He would. moreover, as far as could be gathered. not be 
allowed to refuse treatment in the event of an indigent person 
refusing payment. An alternative suggestion that magistrates” 
offices be instructed to collect such fees was, after discussion, 
also found to be impracticable 

It was very forcibly pointed out to representatives of the 
Department that the Department, by propounding such a 
scheme. was not facing the issue as regards the totally 
inadequate drug allowances, and was. in fact, proposing to 
place its responsibility for more adequately remunerating 
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It is my pleasure and privilege to make my presidential address 
this year. My predecessors have set such a high standard 
that | feel extremely diffident in making this humble contri- 
bution. 

I am sure that you would wish me to voice our deep regret 
that Dr. Joubert has left us. It needs no words of mine to 
say how much he has done and how much he will be missed. 

I am afraid that I shall stray from the beaten path of 
medicine into the fields of fiction, but there is nevertheless 
a certain amount of fact which | have, I think, legitimately 
embroidered, and I hope that you will derive as much enter- 
tainment in listening to this dissertation as I have had in 
preparing it. In its preparation I have often been sorely 
tempted to stray along many sidetracks which present certain 
aspects of interest. 

The talk which I propose to give is one on Royal illnesses 
in the days when medicine and surgery were not as advanced 
as they are now. From the information available to me. I 
shal! endeavour to put a modern construction on those illnesses 
and to deduce what they really were. 

Among the earlier Royalties was King David. whose trouble 
was not so much illness as age: and it was in his case that 
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it shall consider whether or not the matter should be reported 
to the South African Medical and Dental Council either by 
its own action or by advising one of the parties concerned to 
lodge a complaint 

11. Ethical Committees should, in every case, bear in mind 
the importance of the function which they perform. The 
maintenance of high ethical standards is essential and Com 
mittees must carry out their duties with this end in view and 
without fear or favour 

12. The findings of Ethical Committees shall in all cases be 
reported to the next meeting of the Branch Council. 


District Surgeons in this matter on to the shoulders of the 
District Surgeon and the indigent patient. 

A suggestion by your representatives that the Department, 
as a first step towards granting District Surgeons some relief 
in this matter, should allow District Surgeons to order drugs 
and dressings from the Central Medical and Veterinary stores 
to the amount of their present drug allowances was apparently 
tavourably received by the Department and is at present being 
considered. By this means the Department would not be 
involved in extra expense, and District Surgeons would be 
able to use their drug a'lowances about twice or three times 
as effectively as at present. 

Other District Surgeons’ grievances were expressly excluded 
from discussion, but were pointedly alluded to by your repre- 
sentatives. The Department, when it met the District Sur- 
geons’ Group in October to discuss grievances, asked for a 
period of 6 months to investigate the position of every indivi- 
dual District Surgeon before coming to some general decision 

District Surgeons are in the meantime being asked to exer- 
cise patience until after the general election, and perhaps until 
the return from overseas of the Secretary for Health. They 
are further warned that, from all appearances, any concession 
from the Department in the matter of their just grievances 
will only be granted tardily and minimally and under the 
greatest of pressure from the Group. It is therefore impera- 
tive that all District Surgeons should strengthen the hands 
of the Committee by enrolling as members of the Group, and 
of the M.AS.A. The negotiating and bargaining power of 
your Committee is at present severely curtailed by the fact 
that a very large proportion of District Surgeons are not yet 
members of the Group. To achieve tangible results in our 
negotiations we require the membership as well as the moral 
support of every District Surgeon. 


Dr. G. G. Airey* 
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the royal physicians tried for the first recorded time the ‘art 
of resuscitation. - He, it is said, was old and although covered 
with clothes ‘gat no heat’. So his advisers sought ‘a fair 
young virgin who cherished the king and ministered unto 
him’, with the disappointing result that he ‘knew her not’, 
It is possible that this method of treatment was the fore- 
runner of ACTH, which has had, at least for some of us, 
similar disappointing results without, it no doubt occurs to 
you, the additional glamour to the patient of a fair young 
virgin. And so David died in spite of what must have been 
the most modern treatment. 

Our next Royalty is Jehoram, son of Jehosaphat, who was 
smitten in the bowels with an incurable disease, and after 
the end of 2 years his bowels fell out by reason of his sickness, 
so that he died of sore diseases. I think one can assume that 
this poor man died of some fungating carcinoma of the rectum. 
For some unapparent reason his followers did not follow the 
age-old custom of burning him, nor did they bury him in 
the mausoleum of kings. The Old Testament writes rather 
naively that he ‘departed without being desired "—scarcely 
surprising when one considers the effluvium emanating from 
a simple colostomy—it is not unlikely that he would depart 
with the minimum of regrets. 

It is strange that so often people who live good and fruitful 
lives should be visited at the end with terrible illness, but 
such was the fate of King Uzziah, who reigned from the age 
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of 16 to the age of 78 Untortunately he did so well and 
the country prospered so much that he became rather con 
ceited and usurped the offices of the high priest, and as a 
result of this rather minor transgression he was smitten with 
leprosy and was put in a * several house’ 


Nebuchadnezzar was one of the first recorded cases of 


mental disease, and the symptom of perverted appetite is 
well illustrated by his behaviour in that ‘he did eat grass 
as the oxen and he was driven from men’. He was in a 


sense lucky in that he was probably a type of schizophrenic, 
since it is recorded that his reason returned to him and he 
was reinstated as king. There was, I could find, no evidence 
to bear out the truth of that old rhyme * Nebuchadnezzar, 
king of the Jews, sold his wife for a pair of shoes’ in spite 
of a fairly intensive perusal of the book of Daniel 

Physicians in biblical days were apparently not much thought 
of, because when King Asa died, diseased in his feet, it seems 
implied that he did so die because ‘he sought not to the 
Lord, but to the physicians’ 

Medical schools were extant in the reign of Nebuchadnezzar 

2000 =B& and one very learned teacher of the art of 
healing, instructing his students in the very necessary form 
of behaviour at the bedside, said: * When thou art summoned 
to the house of the sick, thou shalt, before thou lavest hands 
on the inflicted one, make diligent inquiries into the illness 
from the servants of that house so that thou shalt not be 
unprepared when thou art led to the bedside. Having done 
what thou hast had to do, thou shalt, with great carnesty. 
impress on the relations of the sick man that he is grievously 
ill. If he then dies it will be no more than was expected 
should he live then so much the more credit will redound to 
thy skill.” 

This would seem to me. no less now than then, to lay the 
toundations of successful medical practice. As we all know 
the sick patient is quite convinced that his own particula: 
illness, be it a Phaeochromocytoma or a cold in the head. 
is quite the exception, and that it is very clever of the medical 
attendant to recognize it as such 

We come now to relatively modern times. On the evening 
of Sunday, | February 1685, King Charles Il was * sitting 


and toying with bis concubines’ (as Evelyn unfairly wrote) 
while the rest of his courtiers were gambling. He had not 
been well for some days owing to the excessive cold, gout 


and a sore place on his heel. He slept restlessly that night 
and next morning was dyspnocic and giddy. While the barber 
was shaving him, Charles suddenly dropped back in a fit, 
his mouth foaming and screwing horribly upwards towards a 
white pupilless eye. Dr. Edmund King hastily—and with a 
very shaky hand -lanced a vein. When the Duke of York 
arrived the physicians were trying to bring the patient round 

bleeding him copiously, and applying blisters and pans of 
coal to every part of his body. About midday, after number- 
less purgatives and emetics had been forced down his throat, 
the King regained consciousness and asked for his wife. All 
that cold afternoon in the darkened room above the river at 
Whitehall Palace, an ever-growing number of physicians 
cupped, blistered, purged and scarified the poor King’s tor- 
tured body. Four things only they denied him: Fresh air, 
light, rest and privacy—nothing else was left untried and as 
evening drew on they prepared against the night a whole 
army of violent remedies—and for food they prescribed manna 
and cream of tartar in thin broth, barley water and a little 
light ale without hops. Scarcely a quarter of an hour passed 
by but remedies were applied: purges, sneezing powders to 
the nose, burning plasters to the feet, thighs, arms, shoulders 
and head. About 2 when nature could respond no more to 
these attacks, Charles fell into a gentle sleep until morning 
when the physicians again attacked him, rejoicing greatly to 
see that he felt pain so keenly when they tore off the plasters 
To preserve his strength, oddly enough, they forbade him to 
talk. All day they followed each other with purgatives, juleps. 
cuppings and emulsions 

As night came in that dark, closed room, filled with the 
foetid smell of the sick man and the watching curious crowd, 
there stood by his bedside the 4 doctors on duty. 4 Lords 
of the Council, 3 Lords of the Bedchamber. the Bishop of 
Ely and the inferior servants—16 times that night did the 
doctors apply their urgent remedies. However, all hope was 
past, and once more the, bled him to relieve the pain. He 
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became 
collected the divines, the Gentlemen and Lords of the Bed- 


unconscious and died in a room where there had 
chamber, the Councillors of State, and last of all the 
King with a great company of peuple attending him 
about 60 people.* 

His last illness was a severe form of a previous similar 
attack when he had had an ague following exposure to cold 
and for which Jesuit’s Bark—or quinine—-was administered 
He later developed an oedema of the ankles and it seems 
likely that he had then laid the foundations of renal disease 
which recurred later and went on to uraemia from which he 


new 
in all 


died. The ague was probably an attack of malaria. 
From this account it will be noticed that in those days 
masterly inactivity was scarcely a feature of treatment—pos- 


sibly it was the thought of the headsman’s axe which spurred 
the physicians on to even greater activity. 

The Queen seems to have been a realist. for when she 
was told that the new remedy (Jesuits’ Bark) had saved the 
King in the first attack, she privately thought that it was 
more the calmness of Charles’ disposition than the remedy) 
that had saved him. In his last illness it was she who 
attempted to give her husband more air by trying to disperse 
the press of anxious surgeons and apothecaries, and the surge 
of curious people about him—-without much success. 

A further sidelight is Doctor King’s apology that it was 
treason to treat His Majesty's body without consultation— 
probably a very necessary apology in the circumstances of 
that time and it was doubtless the reason for his very shaky 
hand 

It has always been said that King Edward VII died as the 
result of acute bronchitis. From such reading as I have done, 
it would appear that this was not so, and I shall attempt to 
prove this from the evidence I have had at my disposal. 


In 1909, at the age of 67, he was seized with a fit of 
coughing which ended in a collapse that caused immense 
alarm. It was on the occasion of his Berlin visit. However 


the attack quickly passed, and he remained quiet, but 
dyspnoeic. It was noteworthy that when the King was il! 
he would dutifully obey his physicians’ orders, but once well 
again he could not be persuaded to follow a definite routine 
for more than 2 or 3 days. In 1910 acute observers noticed 
that he wasn't looking too well and was suffering from 
bronchial catarrh and indigestion but it was thought that his 
impending visit to Biarritz would put him right. However 
whilst in Paris he had a violent attack of acute indigestion 
which was followed by acute dyspnoea and sharp precordial 
pain. Apparently this was not recognized for what it must 
have been, and in a few days he was on his way south, while 
an acute cold had developed into a prolonged attack of 
bronchitis. Sir James Reid was his physician and he remarks 
that the King seemed to be * wrestling with death’. However 
he must have had an excellent constitution and he recovered 

partially, at any rate. He must have had some foreboding. 
for on leaving Biarritz he went out on to his private verandah 
and looking over the blue waters said sadlv: ‘I shall be 
sorry to leave Biarritz—perhaps for good.’ Three days after 
his return, on 3 May, he developed a severe bronchial attack. 
but he would not go to bed and transacted business with 
his usual energy, although he now had severe and constant 
dyspnoea. On 6 May the gravity of his symptoms increased, 
and he felt ‘miserably ill’ and could not enjoy his usua! 
cigar. As the dav advanced he fainted twice, signs of coma 
developed and he died at 11.45 p.m. 

His photographs depict him as a fat, rather plethoric type 
of man and a heavy smoker. so that it is likely that his 
blood pressure was raised and his heart enlarged and that 
some myocardial degeneration was present. This would 
probably give rise to cardiac asthma, accounting for his fre- 
quent so-called bronchia! attacks. In 1910, his indigestion 
must have been due to coronary insufficiency, while his acute 
attack of indigestion must have represented a coronary throm- 
bosis which led to cardiac failure with following pulmonary 
oedema, exacerbated by his cold. This would account for 
his physicians’ remark that he was ‘wrestling with death’ 


* This account of Charles II's last illness is taken from Arthur 
Bryant's book King Charles Hl. Other books consulted are 


Henry VIII. a Difficult Patient by Arthur McNalty, and King 
Fdward VII: 
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His heart must then have gone into complete tailure with 
resultant severe pulmonary oedema and death. 

The other medically. or surgically, interesting event in the 
lite of Edward VII was, of course, his operation for appen- 
dicitis—the first of its kind in England. It must have needed 
great courage on the part of the surgeon to venture his first 
appendicectomy on a King immediately before his coronation 
tor which all arrangements had been completed 

It is well Known that bodily disease can produce alterations 
in the character and mental disposition. Medical research 
has of late years demonstrated the increasing importance of 
chronic toxaemia, tuberculosis, syphilis, alcoholism, injury, etc., 
in this connexion, as well as encephalitis lethargica and endo- 
crine deficiency. The reigns of certain monarchs and despots 
are more easily understood if their pathology is studied as 
well as their administration. The reign of the emperor 
Tiberius in some ways resembles that of Henry VIII. for the 
first part confirmed and made permanent the work of Augus- 
tus. the organization of the Empire being planned on sound 
toundations and principles of justice. while Tiberius paid no 
attention to popular agitation, vested interests or family 
influences. As Tacitus records, the second part of Tiberius’s 
reign when he was plunged in the iniquities of Capreae, was 
tyrannical, lurid and repulsive. Some pathological cause 
would certainly explain this change in the Emperor's character 
and behaviour The reign of his successor, Gaius Caesar, 
nicknamed Caligula, opened with such promise that it ts only 
reasonable to attribute his later excesses to madness, following 
a severe illmess which he sustained after a few months of 
sovereignty. The epilepsy of Peter the Great and the Stokes 
Adams disease of Napoleon explain certain of the actions of 
their reigns. In much more recent times we have seen a 
paranoiac, Adolf Hitler. ruling Germany with absolute powe: 
and bringing the nation to war and destruction. 

Many reigns, therefore. can only be appreciated if the ruler’s 
medical history is studied in relation to his administration, 
policy and behaviour. 

In attempting the study of Henry VIII on these lines, our 
task is to consult contemporary evidence and to interpret it, 
is far as seems reasonable, in the light of the medical know- 
ledge of the 20th centurs 

The problem is a difficult one and ts made all the harder 
tor us, because with the exception of a note in the Annals 
of the Barber Surgeons we have no evidence from direct 
medical sources. Sir William Butts, Dr. Chambre, Dr. Owen, 
Dr. Clement, Thomas Vicary and their colleagues kept no 
case books of the condition of their royal patient, or if 
they did, they wisely destroyed them. We have therefore to 
rely on the despatches of foreign ambassadors at King Henry's 
Court, accounts in the State Papers and contemporary letters 
It was the duty of ambassadors to report to their sovereign 
or government on the state of the King of England's health 
trom time to time. Their reports were probably based on 
the pronouncements of the royal physicians and surgeons, 
and to that extent may be accepted as’ fair!y trustworthy. The 
accounts in contemporary letters may be less reliable. This, 
however, depends upon the position at Court of the corres- 
pondent. For instance, a letter from Cardinal Wolsey or 

Thomas Cromwell may be regarded as based on medical 
opinion, for they would be in close touch with the King’s 
medical attendants. 

Although Henry himself apparently never exhibited any 
signs of tuberculosis the Tudors appear to have had a here- 
ditary predisposition to pulmonary tuberculosis. His father 
Henry VII was of sallow complexion, thin, and when he 
was S1 was ‘troubled with a disease of the joints and did 
not go out in public’. This affection may have been tuber- 
culosis. Francis Bacon calls the disease ‘gout’ and says 
that the King’s health failed from the * gout’ which * wasted 
his lungs, so that twice a year he had great fits and labours 
of the tissick (asthma)’. Henry's elder brother, Prince Arthur. 
was delicate from birth, thin and subject to repeated attacks 
of fever and coughing. Iwo of Henry VIII's sons died from 
the disease—Henry Duke of Richmond died in 1536 at the 
age of 17 from rapid consumption, and Edward VI suffered 
from fever, nightsweats, and a racking cough with bloodstained 
sputum. Queen Elizabeth. the mother, had some disease of 
the throat attended with swelling and sputum, and it would 
seem that this was possibly a tuberculous laryngitis 
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It is of some significance in connexion with the divorce 
of Queen Catherine that the years 1527 and 1528 show for 
the first ume that Henry VIII's health was seriously impaired. 
In 1524 when jousting with the Duke of Suffolk he sustained 
a severe head injury and thereafter was subject to headaches 
and these headaches became more severe in 1527 and 1528 
And Henry VIII's character began to change in 1527. From 
being a kindly and jovial monarch, and a reasonably good 
husband, he gradually became an irritable, suspicious and 
selfish tyrant. It was also in this year that Henry suffered 
from the ulcer in his leg, which was calculated to cause 
irritability and impatience in the royal patient. And in 1533 
he married Anne Boleyn 

The year 1536 was an important year in his medical history 
In the first days of that year, Henry who was now 44, stout 
and full bodied, was unhorsed by an opponent and fell so 
heavily that he remained unconscious for 2 hours. He was 
already a pathological subject and this serious accident aggra- 
vated his diseased condition and probably caused the ulcer 
in his leg to reopen. He refused to rest and was now 
definitely abnormal; and the first form his malady took was 
to get rid of his beloved Anne Boleyn, whom he now 
regarded with aversion. In May she was sent to the Tower 
and charged with misconduct and in the short space of 3 
weeks she was tried, condemned and beheaded. 

The next day Henry married Jane Seymour. 

In June 1537 he was unable to go on one of his innumerable 
tours because ‘a humour had fallen into our legs’, and in 
1538 one of the fistulas in his leg stopped and for 10 or 
12 days ‘the humours which had no outlet were like to have 
stifled him, so that he was sometime without speaking black 
in the face and in great danger’. This looks suspiciously like 
a thrombosed vein with detachment of the clot causing pul- 
monary embolism 

Jane Seymour died following a Caesarean section and 
puerperal sepsis, and he then married Anne of Cleves, who 
was plain of face, stout in body and awkward in manners. 
She was divorced in 1540, when he married Catherine Howard, 
who was accused of misconduct in 1541 and promptly 
beheaded 

About this time he suffered from recurrent attacks of 
malaria, added to which one of his leg ulcers suddenly closed 
and he thought to have died. 

In 1543 he married the last of his wives, Catherine Parr. 

It is usually supposed that like many of his contemporaries 
Henry contracted syphilis as a young man, and that his 
ulcerated leg was a broken-down gumma—support was lent 
to this view by the miscarriages of his two Queens 

Sir D'Arcy Power, late Consulting Physician to St. Bartholo- 
mew's Hospital, was of opinion that the ulceration of 
the King’s leg was of a simple nature. It started as a vari- 
cose ulcer and ended as a callous ulcer. If many of the veins 
in the leg were involved in the inflammatory process and had 
become thrombosed, the leg below the knee would become 
oedematous; there would be bouts of fever due to fresh 
inflammation of the varicose veins. The diagnosis accords more 
closely with the facts of the clinical history than would a 
syphilitic ulcer, which tends to spontaneous recovery whether 
or not it is treated. If the Tudor surgeons had thought it 
was a syphilitic ulcer they would have given the appropriate 
treatment, consisting in sweating and the administration of 
mercury until the gums became sore and there was a copious 
flow of saliva. Had Henry undergone such treatment it 
must have been mentioned by one of the ambassadors. 
Furthermore he showed no other signs of syphilis—there is 
no mention of swelling of the bones, syphilitic inflammation 
of the arteries or general paralysis or locomotor ataxy or 
defects of vision 

The Bill of Attainder against Cardinal Wolsey, which was 
vindictively pressed through the House of Lords and wisely 
rejected by the Commons through Cromwell's influence, con- 
tained a preposterous charge that Wolsey had attempted or 

risked infecting Henry with syphilis, as follows: 

‘The same Cardinal knowing himself to have the foul 
and contagious disease of the great pox, broken out upon 
him in divers places of his body, came daily to your grace, 
rowning in your ear, and blowing upon your most noble 
grace with his perilous and infective breath, to the marvellous 
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it God of his infinite goodness had 
your highness. And when he was 
made your grace to believe that his 
his head, and of none other 


danger of your highness, 
not better provided for 
once healed of them, he 
disease was an impostume in 
thing.” 

Some historians have regarded this charge as evidence that 
Henry suffered from syphilis, but it is clear from the text 
that this was not advanced, the allegation being that Wolsey 
might have infected the King, if God had not protected him 
This is evidence against the King being a victim of the disease 
The only particular against the diagnosis of varicose ulcer 
was that it was situated on the thigh—an uncommon location 

He finally succumbed in 1547 in a stuporous state which 
was possibly uraemic and due to chronic nephritis. This was 
aggravated by his tremendous corpulence. He had always 
been a good trencherman (in passing it 1s interesting to note 
that older civilizations are so much more dignified in their 
use of words -in these days the relative word used would 
probably be g'utton, or worse). His waistline increased from 
3§ to 37 inches in 1536, and when he was 49 years of age 
in 1841 he measured $4 inches round the waist This cor- 
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Dr. H. L. Sussman, of 3 Carrington Road, Kimberley, will 
be proceeding at the beginning of June 1953 to take up a 
scholarship, awarded by the McGill University, Montreal. 
Canada. Dr. Sussman bids farewell to those of his colleagues 
whom he cannot contact personally 


Mr. Morton Whitby, Genito-Urinary Specialist, has changed 
his professional address to 514 Union Club Buildings, Smith 


Street, Durban 
Telephones: Rooms: 6-2800, 2-7421. Residence: 83-4644 
Mepicat ASSOCIATION OF SOUTHERN RHODESIA 


Ihe Annual General Meeting of the Medical Association of 
Southern Rhodesia will take place on Saturday 15 August 
1953. It will be preceded by clinical lectures on Friday 14 
August, and social events are being arranged for Friday 
and Saturday evenings with sporting events on Sunday The 
meeting has been called to comcide with the Central African 
Rhodes Centenary Exhibition in Bulawayo, and delegates and 
guests attending will have this added attraction. The position 
of hotel accommodation is not easy and any members of the 
Medical Association of South Africa intending to be present 
should get in touch, without delay, with the Honorary Secre- 
tary, Matabeleland Branch of the British Medical Association, 
P.O. Box S52, Bulawayo, Southern Rhodesia. 
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Westdene Products (Pty.) Ltd. have made available until further 
notice annual scholarships of £100 cach to one medical student 
in each of the 4th, Sth and 6th vear of study in the Univer- 
sities of Cape Town, Witwatersrand and Pretoria respectively, 
i.e. 9 scholarships in all in the one year. Westdene Products 
scholarships will also be tenable in the University of Natal 
when students are working in the last 3 vears of study; and 
in the meantime a grant of £100 per annum is being made 
to the University for research 

All medical students entering the 4th, Sth and 6th vears of 
study are eligible. Applications (on forms obtainable from 
the Registrars of the Universities or from Westdene Products 
(Pty.) Ltd.) are to be submitted to the Registrar of the Univer- 
sity concerned before 31 January of any year. and from the 
applicants the Registrar will nominate 3 students beginning 
each of these years of study, the final selection of one student 
for each vear being made by the Directors of Westdene Pro- 
ducts (Pty.) Ltd 

The winner of a scholarship in any one vear is eligible for 
consideration as an applicant in the following vear 

The bursary takes the form of payment of the University 
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tuition fees, the balance, if any, being available for books and 
instruments required 
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pulence shortened Henry's life and one famous surgeon, Victor 
Horsley, in a lecture quoted him as an example of fatty 
degeneration due to chronic alcoholism. There is no real 
evidence for this except that like the rest of his countrymen 
he drank wine or ale, and is said to have liked gin * marvel- 
lously well’. 


From this very brief account it can be seen that from 
1533 onwards Henry became completely ruthless. Fisher, his 
counsellor and fnend of his grandmother, and More who 


had served him so long and faithfully, were both sent to the 
block. The visitation of the monasteries and despoilment of 
saintly shrines followed, while innumerable relatives, friends 
and men of note were imprisoned or beheaded, or both. 

And here [| must end. It would be relatively easy to 
find many more examp'es of Royal illnesses affecting the lives 
and policies of people and governments, but I have already 
taken up so much of your time. I should like to thank you 
all for having listened so patiently to my meanderings. | 
must apologize to those who possibly expected some learned 
discussion, but I do hope that this will at least not have 
bored you. 


The names of the 3 winners of the bursary for 1953 at 
Cape Town, Witwatersrand and Pretoria Universities (9 in all) 
have now been announced. 

Westdene Products (Pty.) 
this public-spirited action. 


Ltd. are he congratulated on 
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FOUNDATION OF 
AND OBSTETRICS 


PRIZE OF THE INTERNATIONAL 


The Société Royale Belge de Gynécologie et d'Obstétrique 
will award a prize of the value of 10,000 Belgian francs on 
| July 1954 to the author of the best work on gynaecology or 
obstetrics written or published during the 4 years July 1949 
to July 1953. The works must reach the Secretariat of the 
Société before 1 July 1953. 

The jury examining the works submitted will be presided 
over by the President of the Société and will be nominated by 
the Société from amongst its titular. correspondent and 
honorary members, both Belgian and foreign. Members of 
the jury may not compete. The decisions of the jury will be 
taken by a majority vote. If no work appears to be worthy 
of the prize it will not be awarded, and the amount will be 
added to the following prize. The presentation will be made 
at the Annual Session of the Société in July 1954. 


Cape TOWN Post-GRADUATE Meptic at ASSOCIATION 
The Presidential address will be delivered by Prof. E. C 
Crichton in the Faiconer Lecture Theatre. Groote Schuur 


Hospital, on Tuesday, 19 May 1953, at 8.15 p.m. Subject 
Medical Student, Present and Future’ 


First Wort CONFERENCE ON Mepicat EDUCATION 


The first World Conference on Medical Education, which is 
being organized by the World Medical Association, is to be 
held at B.M.A. House, Tavistock Square, London, from 22- 
29 August 1953. A very full programme has been arranged 
and eminent speakers on all aspects of the subject will par- 
ticipate in the Conference. 

Attendance at the sessions is Open to all practitioners in 
good standing in their own National Associations. Registra- 
tion will take place on 22-23 August and a fee of £4 will 
be pavable. Cards of membership of the Medical Association 
of South Africa should be produced at that time. 

Various publications will be issued and the Conference will 
conclude with a dinner, the fee for which will be approxi- 
mately £2. 

Any members who intend being present at this historic 
conference are asked to advise the local Secretary in London, 
Dr. E. Grey Turner. at B.M.A. House, Tavistock Square, Lon- 
don, W.C.1., and also to inform the Association Secretary at 
P.O. Box 643, Cape Town. 


VIR GENEFSKUNDE 


16 Mei 1953 S.A. TYDSKRIF 


‘RADIOMULSIN’ 


VITAMINS A B, B, C D, AND NICOTINAMIDE 


A recognised need in infant nutrition 


Provides the most important vitamins in correctly balanced proportions. 
Specially formulated to meet the needs of infants and young children. 


Each teaspoonful of Radiomulsin Miscible with any type of infant feed. 


provides :— Because of its palatability older children and adults take it undiluted 
Vitamin A 2500 i.u. or mixed with other beverages. 

Vitamin B, 240 i.u. (0.75 mg.) Its economy has a strong appeal— the recommended dosage for an infant 
Vitamin Bz 0.5 mg. of from one to three months costs approximately two pence per day. 


Vitamin C 300 i.u. (15 mg.) 
Vitamin 1000 i.u. 
Nicotinamide 7.5 mg. 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 
123 JEPPE ST., JOHANNESBURG 


Rmisn $40 


PREVENTION 
IS BETTER THAN CURE 


| . ——=<> PROPHYLAXIS: When disregard of warning signals such as fatigue, loss 
d of appetite and general debility, invites respiratory infections, then 

—— Waterbury’s Compound will indeed prove timely. 

CENERAL THERAPY: Waterbury’s Compound will stimulate appetite, 
= help to improve the blood picture and heighten that rather indefinable 

S com. state known as a sense of well-being. 

Sees | nm? THE INTRACTABLE COUGH: The creosote and guaiacol in Water- 
=> So - bury’s Compound will prove a therapeutic boon. The cough soon loosens 
and gradually diminishes in frequency. 

SSS CONVALESCENCE: Convalescence is still a few stages removed from 
BSS complete recovery. It is best 
SSS S to continue prescription of 
SSS W aterbury’s Compound un- W A T B U § 
SS til danger of relapse is past. 
COMPOUND 
WILLIAM R. WARNER & CO. (PTY.) LTD.., 


6-10 Searle Street, Cape Town. 
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INTRAMUSCULAR 


ERILOID ie PRE-ECLAMPSIA 


Brand of Alkavervir 


In hypertensive emergencies, 
when the blood pressure must 
be dropped in a matter of 
minutes, Solution Intravenous 
Veriloid merits first considera- 
tion. its action is prompt and 
profound, lowering the arterial 
tension in most patients to or 
near normotensive levels. 
However, the clinician at all 
times has complete control of 
the extent of the blood 
pressure drop 


* Finnerty, F. A. Jr, and Fuchs, G.J. : 


* 


The dependable hypotensive action of 
Solution Intramuscular Veriloid makes 
this unique extract of Veratrum viride 
alkaloids highly valuable in mild and 
moderate pre-eclampsia. It produces 
a prompt initial fall in blood pressure, 
and, given at intervals of 3 to 6 hours, 
it then holds the tension at or near 
normotensive levels until delivery 
occurs. 


NOTE THESE RESULTS 


In a series * of 56 patients with mild 
to severe pre-eclampsia, excellent 
results were obtained in 47 patients, 
good results in 4, and fair results 
in 5. In all patients the significantly 
depressed blood pressure was main- 
tained until delivery took place. In 5 
cases of postpartum pre-eclampsia, the 
results were especially gratifying since 


Washington, 0.C 
to be published 


Solution Intramuscular Veriloid, 


only a single injection was required in 
each patient. 


Solution Intramuscular  Veriloid 
merits ready availability in the labour 
and delivery rooms; it can aid signifi- 
cantly in the management of the 
eclamptic patient. 


IN HYPERTENSION 


Given in proper dosage, Solution 
Intramuscular Veriloid offers a positive 
means of lowering the blood pressure 
not only in eclampsia, but also in 
malignant hypertension, encephalo- 
pathy, and hypertensive crises. A 
single dose produces its maximum 
effect in 60 to 90 minutes and exerts a 
hypotensive-influence for 3 to 6 hours. 
Through repeated injections, the blood 
pressure may be depressed for hours 
or even days, depending upon the 
therapeutic need. 


containing 1.0 mg. of 


alkavervir per c.c. of buffered isotonic aqueous solution 
incorporating one per cent procaine hydrochloride, is available 
through all pharmacies in 2 ¢.c. ampoules packed 6 ampoules 


per box. 


Each box contains precise instructions as to method of 
administration and calculation of dosage. 


Literature sent on request. 


RIKER LABORATORIES AFRICA (PTY.) LTD., P.O. BOX 1355, PORT ELIZABETH 


Los Angeles 


Toronto 


Nottingham 


2932-5 
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THE APPEAL OF THE UNIVERSITY OF THE WITWATERSRAND 


The University of the Witwatersrand, which finds itself in a 
stringent financial position, has opened an appeal to the public 
for financial assistance. The target is £1,000,000. 

Not least amongst the faculties of the University is its 
Medical School. The first doctors graduated from the Medical 
School in 1924. Since then over 2,000 practitioners have been 
trained and some 200 higher degrees and diplomas granted 
The Medical School has also been responsible for the pre- 
clinical training of over 350 dentists. Together with its younger 
sister, the Dental School (now housed in new, well-equipped 
buildings), the medical and dental graduates form one-third 
of the profession on the register of the South African Medical 
and Dental Council. The Medical School has also raised the 
standard of the nursing profession by providing opportunities 
for study for various diplomas. In spite of shortages of staff 
and accommodation the School has made itself a niche in 
medical research, and can look with some pride on its own 
achievement and on the prowess of its graduates. 

Following the war, the University strained itself to the 
utmost to provide facilities for ex-servicemen. The last of 
these graduated recently, and, when it was hoped that condi- 
tions approaching pre-war normality were at last attainable, 
it found itself instead in dire financial stress. 

The expenditure on medical training has risen recently with 
the general rise in cost of living, and students’ fees contribute 
less than 50°, of what it costs the University to train the 
student. The remainder is covered by the Government grant 
to the University and by private endowments. The Govern- 
ment grant covers about 40°, of the cost, and private endow- 
ments about 10%. The income from endowments is extremely 
small when one recollects that in well-established Universities 
like Oxford and Cambridge over 50% of the annual income 
is derived from private benefactions. In order to provide 
education in its highest sense a university should be dependent 
on government assistance to as small an extent as possible. 
The necessary academic freedom demands a moderate measure 
of financial independence which can only be forthcoming from 
private donations made by the people of South Africa. 

The Medical School itself is severely handicapped by lack 
of accommodation. In one department for instance as many 
as § members of staff are working in the same small room. 
This unfortunate position cannot be remedied until the Univer- 
sity overcomes its financial difficulties. The Medical School 
has acauired a large tract of ground opposite the north end 
of the Johannesburg Hospital in Esselen Street. Although 


it has had the ground for over 10 years, it has not been 
possible to put up the buildings to house this proposed medical 
school extension 

It is also obvious that the modern student, more especially 
in the preclinical years, requires to be trained in the use of 
apparatus and equipment which will enable him to adopt a 
scientific approach to medicine. Such material is generally 
expensive, and what is more, requires increased technical staff 
to maintain it and keep it in good repair. The full investiga- 
tion of a patient admitted to hospital is no longer covered 
by clinical examination; resort has sooner or later to be made 
to the laboratory or to the radiology department. Both these 
fields of medicine have expanded so rapidly in the post-war 
years that it can truly be said that the cost of running such 
departments has increased a hundred-fold. While it is true 
that the undergraduate student need not be efficient in such 
techniques, he must at least see them during his training and 
know of their existence and the principles underlying then 
use. The attitude that the student must be trained solely in 
clinical methods is fast disappearing. If the general practi- 
toner were trained only as a clinician, he would be in the 
embarrassing situation of having to learn from his patient 
about Geiger counters, cardiac catheters and the rest! There 
is no doubt that medicine is still an art, but it becomes more 
and more scientific as empiricism is removed. The student 
must also observe his future colleagues engaged in research, 
for it is only when he serves an apprenticeship in an atmo- 
sphere imbued with a spirit for the research after knowledge and 
truth that he can be said to receive a * University’ training in 
medicine. 

The achievement of this ideal is expensive in manpower 
and material, but if it can be done in other countries, why 
can it not be done here? The will to do it exists but the 
spirit must be nourished by the bread-and-butter essentials 
if it is not to die as a result of frustration due to the lack of 
equipment, personnel and accommodation. 

The University has its Bernard Price Institute of Geophysics 
and its Hirsch and Woolf Hillman block, housing part of the 
Engineering departments, but large benefactions like these 
have been far too few. Let us hope that similar large endow- 
ments will be forthcoming to provide the building required 
for the Medical School. However, there are many smaller 
benefactors among the profession and among our own gradu- 
ates in particular. We appeal to them all to heip in this 
drive for funds for the Alma Mater. 


IN MEMORIAM 


Dr. Z. J. pe Beer 


Dr. A. W. S. Sichel (Cape Town) writes: The sudden passing 
of Dr. Z. J. de Beer on 9 April 1953 is very deeply regretted 
by all those who were privileged to know him, particularly 
his colleagues who worked so intimately with him over so 
many years in the service of the Medical Association of South 
Africa. His name will be recorded in large letters in the 
history of the medical profession of the Cape Peninsula on 
account of the prominent part he played in its affairs. 

Dr. de Beer graduated in 1918 at the University of Edin- 
burgh and after his return to South Africa settled in practice 
at Woodstock, Cape Town. Despite initial set-backs and by 
dint of hard work and perseverance he built up a large work- 
ing-class practice and a reputation for honest-to-goodness 
doctoring. In later years he transferred his residence to New- 
lands and extended his practice in that locality. Outstanding 
traits in his character were his conscientious devotion to duty, 
the high ethical standard he set himself, lovalty to his col- 
leagues and a very candid admission of his own limitations. 
Although a keen sportsman in his earlier days, once in the 
throes of practice, while maintaining an interest in sport which 
never waned. he denied himself all forms of recreation except 
for a regular week-end outing to the seaside combining a 
picnic breakfast with relaxation on the rocks. He was one 


of those individuals whose enjoyment of life was reflected 
in all that he did. His natural charm of manner and his 
sincerity of purpose won for himself the highest regard of 
both colleagues and patients. 

Dr. de Beer was a member of the Honorary Staff of the 
Woodstock Hospital for very many years and for a time 
served on the old Cape Hospital Board. He acted for a 
period as part-time District Surgeon and in recent years, even 
up to the time of his death, he lectured to final-year students 
in the Medical Faculty of the University of Cape Town on 
Medical Ethics and Methods of General Practice 

At an early stage in his career he evinced an interest in 
the affairs of the Medical Association and in due course 
became one of the most active members of the Cape Western 
Branch. His easy eloquence and clarity of thought stood 
him in good stead at meetings, where he was always in demand 
as a speaker, and rarely did he resume his seat without having 
contributed something constructive to the debate. 

He served on the Branch Council continuously for many 
vears and was indeed one of its most outstanding members 
to the time of his death. He served on many of its Com- 
mittees and was Chairman in turn of the Ethical, Hospital 
and Parliamentary Committee. In 1942 he was honoured by 
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election to the Presidency of the Branch. On the social side 
he, and Mrs. de Beer, were always in the forefront and no 
committee appointed to arrange a social function was complete 
without them 

He was a member of the Federal Council for several years 
and only 2 weeks before his death was appointed to fill a 
vacancy on the Council, making the journey to Johannesburg 
to attend the recent meeting. During the last few months it 
was obvious to all that his health was affected but such was 
De Beer's character that he battled on against odds although 
it must have meant great determination and physical exertion 
to do so. His sudden passing perhaps was a happy release 
and the end that he himself would have chosen. 

Very great sympathy goes out from all his colleagues to 
his widow, his sons and his daughters. They will find comfort 
in the knowledge that the one they mourn devoted his whole 
life to serving his fellow men. 


Vr. R. Lane Forsyth, F.R.C.S1. (Cape Town) writes: Those of 
us who knew Rae de Beer will probably remember him as a 
first-class General Practitioner of the old school, one who 
identified himself with the lives, joys and sorrows of his 
patients. In spite of a busy practice, he endeavoured to 
keep abreast of advances in the art and practice of medicine. 
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His wide knowledge of general practice and his fluency of 
speech made him an ideal President and Council member of 
the Cape Western Branch, where he could always be relied 
upon to present an original point of view in any debate. These 
attributes were also recognized by the University of Cape 
Town, when he was chosen to be Lecturer in the Conduct 
of General Practice to final-year students. 

For many years he was an active member of the Honorary 
Staff of the Woodstock Hospital, where many a junior col- 
league was grateful for his kindly advice and assistance, and 
many a junior specialist received encouragement when he gave 
them an opportunity to show their merits. 

His friends, however, will also remember him during the 
last 2 years of his life, when in spite of deterioration in 
health, he went about his work with courage and fortitude 
and an anxiety least his failing powers would render him 
unable to reproduce the standard of work of which he was 
formerly capable 

His wide interests, his devotion to his task, enabled him to 
live a life of fulfilment and achieve the affection of his patients. 
The profession in Cape Town has lost a grand and loyal 
friend. 

Our sympathies go out in big measure to Mrs. de Beer, her 
2 sons and her daughters. 


Dr. J. F. HaeGerr 


Dr. H. W. Dyke, C.B.E., writes: Dr. J. F. Haegert, M.D., 
Ch.B., whose recent death in Ladybrand was referred to in 
the last issue of the Journal, practised in Patagonia, South 
America, from 1906-1911 as Medical Officer to a large ranch- 
ing estate, where he was single-handed, and frequently had 
to undertake long journeys on horseback in trying climatic 
conditions to visit employees of the estate. It was not unusual 
for him to ride 120 miles in 24 hours. 

Towards the end of 1912 he came to South Africa and 
settled in practice in Ladybrand, where he spent the remainder 
of his life, conducting a very big practice. Many of his 


patients were natives who travelled long distances from remote 
parts of the Basutoland mountains to consult him. 


Though he developed para ysis of his lower limbs 5 years 
before his death, he continued consul‘ations in his house till 
1950, when he became bedridden and gradually completely 
blind. Throughout this trying period till near his death he 
maintained great interest in such medical developments as 
were brought to his notice in conversation with colleagues. 
His was an amazing example of uncomplaining fortitude 

As a general practitioner Dr. Haegert’s forte was as a 
physician but he was capable of undertaking successfu'ly major 
emergency surgery which, before the erection of the Lady- 
brand Hesnital and the advent of motor cars, he often per- 
formed under very primitive conditions. Notwithstanding that 
he had very little leisure. he kent himself well abreast of 
professioral developments and con'ributed a number of articles 
to medical journals. He was an active member of the Basuto- 
land and Border Division of the Medical Association, at whose 


meetings he from time to time contributed interesting papers. 
To Dr. Haegert the practice of medicine was a high ethical 
calling and not a money-making business. This, after he 
was laid iow, was revealed abundantly in conversation to the 
writer by former patients for whom Dr. Haegert, at great 
personal sacrifice, adjusted his fees very generously when he 
thought normal charges might possibly cause hardship or 
inconvenience. Conseauently, after he became incapacitated, 
he and his family could not enjoy the material ease and com- 
fort to which his selfless work entitled them. 

During his years of activity the few hours of leisure he 
spent in reading, writing and music—to him the writing of 
short articles was a real relaxation and enjoyment. Of the 
several articles he wrote for medical journals probably the 
best were on  Heliotherapy—Sunbathing Treatment and 
Vvxoedema. For the lay press he covered a wide range of 
subjects. The articles dealing with his experiences in Patagonia 
were exceptionally interesting. 

The large attendance of Europeans and Natives at his 
funeral showed the very high esteem and affection in which 
he was he'd by all sections of the community in Ladybrand 
and district. 

In 1999 while in practice at Punta Arena, Patagonia. he 
married Miss Louisa Pauline Card'naal. She and 3 children 
surv've him. To his widow and chi'dren we offer our deepest 
sympathy. 


The In Memoriam in the last issue on the late Dr. J. F 
Haegert was contributed by Dr. H. Thomson, of Ladybrand 


Dr. Josern Taussic, M.D. (PraGue) 


Dr. 1. Frack (Medical Superintendent, Krugersdorp Hospital) 
writes: Dr. Joseph Tauss'g. who was ophthalmic surgeon to 
the Krugersdorp Hosnial, died suddenly in his eightieth year 
on Friday 3 April 1953 

He was born on 6 July 1873 in Budweis, Bohemia, which 
was part of the Austrian-Hungarian Empire. After completing 
the Gymnasium in his home-town, he entered the University 
of Prague in 1892 and qualified in 1899. On completing his 
medical studies, he entered the Austrian Army as a surgeon 
and secon became interested in ophthalmology. He was chosen 
by the army authorities to specialize and entered the Eve 
Clime in Vienna, where for years he worked under the 
world-famous Professor Ernest Fuchs 

He served throughout World War I as a specialist eve 
surgeon, and in recognition of his valuable services the 
Austrian Government conferred on him a high military decora- 
thon 

In 1916 he was taken prisoner by the Russians who made 
use of his services by sending him to Siberia where he was 


allowed to carry on his profession, both among prisoners of 
war and Russ‘an civilians. One of his patients there was the 
infamous monk Rasputin. 

At the conclusion of hostilities, he returned to the Eye 
Clinre in Vienna and left it shortly afterwards for priva‘e 
practice in Baden. Professor Fuchs personally testified to his 
great ability as an ophthalmic surgeon ard Taussig was fre- 
guent’y invited to take part in the transactions of the Vienna 
Eve Clinic. where he often read papers and demonstrated 
cases 

His activities came to an abrupt end at the very peak of 
his career, when he had gained fame throughout Europe. on 
Hitler's occupying Austria: and in April 1939 Taussig decided 
to emigrate to South Africa, where his son had preceded him 

Though he liked the country and soon felt at home, the 
forced inertia preved severe'v on his mind, and at the age of 
69 he decided to study medicine again and entered the Univer- 
sity of the Witwatersrand. The task that faced him would 
have daunted any other man. In his seventieth vear he had 
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to consort with students who were 50 years his junior, and he 
had to pass all the courses and the examinations required. 
For 34 years the old man worked incessantly at being a 
student all over again. Nothing was spared him. He failed 
the first time in Pharmacology and once told me with a 
chuckle how his wife helped him to remember the doses of 
drugs. He qualified M.B.. Ch.B. (Rand) in 1946, and was 
immediately placed on the specialist register. This hospital 
was delighted and honoured when he consented to become 
head of the Department of Ophthalmology. 

Every member of the Krugersdorp Hospital staff, medical, 
nursing and clerical, feel they have lost a dear friend in the 
death of this great man. He was courteous and civil to all; 
meticulous in his work and possessed a rare fund of humour. 
We will all miss his chuckle and his spare figure sauntering 
along the corridors 


Henry Arrorp Morrar, O.B.E., D.S.O., 


Mr. W. Lennox Gordon, F.R.C.S. (Cape Town) writes: By 
the death of Dr. Moffat the medical profession and South 
Africa have lost a very great personality. Dr. Moffat was born 


at Kuruman in 1871, the son of the Rev. J. S. Moffat and 
the great-nephew of Dr. Livingstone. He was educated at 
St. Andrews College. Grahamstown, and at Guy's. After 


holding various house appointments at Guy's and obtaining 
the F.R.C.S. he was appointed R.M.O. to the New Somerset 
Hospital at Cape Town. While there he joined up for service 
in the South African War. He then practised for a short 
tume in Rhodesia and finally setthed in Cape Town as a 
specialist surgeon—one of the first in South Africa. For 
many years he was an honorary consulting surgeon to the 
New Somerset Hospital and was one of the first clinical 
lecturers on the surgical staff of the new Medical School of 
the Cape Town University. 

He retired from practice in 1933 and settled in Hermanus, 
when he took an active part in local civic affairs 

Dr. Moffat was President of the Cape Western Branch of 
the S. A. Medical Association, on which he served as a 
member for many years, a member of the Federal Council 
from 1928 to 1938, and a member of the Medical Council 
for an even longer period. 

In recognition of the distinguished services he had rendered 
to South Africa the University of Cape Town in 1950 con- 
ferred on him the honorary degree of LL.D.. and the Univer- 


sity of the Witwatersrand in 1952 conferred on him the 
honorary degree of D.C.L. 

While still at Guy's Dr. Moffat joined the Greek Army 
as a surgeon in the war against Turkey. For his services 
with the Greek army he was awarded the decoration of 
‘Chevalier of the Saviour *. In the South African War he 


served with Colonel Plumer’s forces, and was invalided with 
emteric. While in Rhodesia he was a Lieutenant in the 
Southern Rhodesian Medical Corps. 

When the First World War broke out Dr. Moffat served 
with the R.A.M.C. in the South West African and East African 
campaigns, reaching the rank of Colonel. From the East 
African campaign he went to France as a surgical specialist. 
having joined the R.A.MC. He was awarded the D.S.O. in 
recognition of his valuable services. 

In 1940 during the Second Great War he was given com- 
mand of Wynberg Military Hospital, where he served for 5 
years. As O.C. of Wynberg Military Hospital he gained the 
profound respect of his staff and patients. No military 
hospital could have been better run. In the 1944 New Year's 
Honours he was commended for his valuable services and was 
later awarded the distinction of O.B.E. 

Dr. Moffat'’s work as a surgeon was characterized by his 
sound judgment. great diagnostic acumen and good operative 
skill. He gave the greatest care and attention to every patient. 
Generous with his fees. which were always low. he did much 
pro deo work. For his work among the poor and the needy, 
especially in the Coloured community, he will long be 
remembered 
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Suaviter in modo, fortiter in re. A great gentleman and a 
great doctor—that will be his epitaph. 

Our condolences go out to his wife and family, who were 
a considerable source of pride to him. 

| am indebted to Dr. Alexander Jokl, a life-long friend 
of Taussig, for biographic details of his career. 


Dr. R. A. Trope writes: *A product of the Viennese School 
of Ophthalmology, and colleague and friend of Lindner, Dr 
Taussig had a fund of knowledge and experience of ophthal- 
mology which can only be acquired in half a century of 
practice. It was my privilege to be associated with him durin 
the last 3 years of his life and it was a revelation to wate 
this old man with a youthful spirit at work. His unfailing 
humour and his fund of experience were a constant source 
of delight to his friends and colleagues.” 


F.R.C.S., LL.D. (Cape Town), D.C.L. (RaNnp) 


In Dr. Moffat’s death the profession has lost one who was 
an inspiration to all who knew him and who by his upright 
life must have an influence for good on many who follow him. 

This small lovable man with a great heart, ‘Who led an 
uncorrupt life, who did the thing which was right and spoke 
the truth from his heart °"--Would that we had more such men! 


Mr. R. Lane Forsyth, E.R.C.SA. (Cape Town) writes: When 
doctors get together im reminiscent mood, they often cast 
their minds back to their student days and stories are told 
of some great teacher who had made a lasting impression 
because of an exciting personality, or because of the stimulat- 
ing influence he had on minds young, open and receptive. 
The talk often goes on to discuss interesting people and 
colourful contemporary colleagues, some living and some who 
are no longer with us, yet fresh in our memories. 

And I wonder as I write these lines what will be said in 
the future, in similar circumstances, about the late Dr. H. A. 
Moffat. What was there about this man ‘of little stature’ 
that made such a universal appeal to those who came in 
contact with him? 

For me, it began some 33 years ago when I came under 
his care during a long and serious illness. It was renewed 
when I was a struggling junior in Dublin and he wrote telling 
me that since he had no children he would like to have the 
opportunity of launching me in my career, if I would care 
to join him in partnership. In practice together, I got to 
know his supreme goodness and his generosity in thought and 
action. 

As a surgeon, he was not particularly dexterous, but he 
had a rare and uncanny insight in diagnosis and in the post- 
operat:ve period he cared for his patients with the tenderness 
of a woman and fought for their lives with the tenacity of 
a terrier. 

No colleague ever came to him with a personal or profes- 
sional problem which he did not make his own and which 
he did not attempt to unravel with the aid of his application 
and ripe experience. His own troubles and difficulties, and 
there were many, he shouldered with courage and fortitude 
and in silence 

He was the friend and confidant of many of the great 
figures in contemporary South African history. Matters of 
social and political importance he approached objectively by 
extensive reading and wide travel in South Africa, Rhodesia 
and Uganda. He usually arrived at opinions which showed 
that he had been influenced chiefly by humanitarian con- 
siderations. 

Shy and self-effacing. he was quick to recognize ability in 
younger colleagues and with characteristic generosity and an 
absence of false pride was ready to avail himself of their 
service to the mutual benefit of his patients and of the rising 
practitioner 

At the Wynberg Military Hospital many of us learned that 
to command is to lead by example, and to make little use 
of precept. Morally upright. deeply religious and strict in 
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his own behaviour, he understood and condoned weakness in 
others, often saying, “We are all a little abnormal in con- 
ditions of stress’. All felt the power of his sincerity. We 
learned too, that this serious-minded man enjoyed a joke or 
humorous experience 

He loved young people and was to be seen at his best 
with them on the mountain or in a garden discussing indi- 
genous plants and trees 


Dr. R. Lance Impey (Cape Town) writes: Within the last 
few weeks the medical profession in South Africa has lost 2 
of its most highly esteemed members, Dr. H. A. Moffat, a 
general surgeon, and Dr. Z. J. de Beer, a general practitioner 

They each held a position of honour and respect that few 
have achieved. The fact that both occupied a special niche 
in the minds of their colleagues was due not only to their 
capabilities in their respective spheres of work, or to the 
distinguished part they played in the affairs of the medical 
profession, but to their high principles and ideals, and because 
of the qualities of humility, sincerity and integrity that were 
© characteristic of each of them 


MALNUTRITION IN THE NATIVE CHILD 
lo the Editor: With reference to Dr. E. Kahn's letter in the 
Journal of 4 April 1953: It was not my intention to interfere 
with accepted methods of treatment, but if possible to suggest 
improvement. Concerned as | was in my article with the 
problem of aetiology and prevention, perhaps I did not make 
my views on treatment clear enough. It is well accepted that 
these children are in a highly precarious state and need to 
be handled with great care. Each case will need to be treated 
individually. It was not my intention that these cases should 
be loaded with fat to the detriment of the child. There is 
abundant evidence to prove an initial fat deficiency in the 
diet, followed by malabsorption of fat, a disturbance of fat 
metabolism in the body itself, combined with evidence of 
involvement of the enzyme systems connected with fat syn- 
thesis and utilization 

These facts alone suggest that a deficiency of protein is 
not the sole aetiological factor in the production of 
Kwashiorkor, nor is concentration upon the supply of protein 
alone likely to provide the maximum therapeutic benefit and 
response. If, as | suggest, some of the phenomena are due 
to tissue breakdown and loss of normal function, the adminis- 
tration of protein in an easily assimilated form will greatly 
assist recovery and repair, but I doubt if it is the full answer 
to the problem 

Concerning the remainder of Dr. Kahn's queries I submit 
a list of references. I suggest that he read them carefully 
together with my two articles also listed. 1 am sure that he 
is capable of interpreting them to his own satisfaction. He 
will find much to confirm my contentions 


REFERENCES 


Brit. Med. J., 2, 641 
and Fourman, L. P. R. (1947): Brit. Med 


1. Frazer, A. C. (1947) 
2. Black, D. A. K 
J., 2, 645 


3. Raper, H. S. (1949): Brit. Med. J., 2, 719. 
4. Frazer, A. C. (1949): Brit. Med. J., 2, 724. 
S. Frazer, A. C. (1949): Brit. Med. J., 2, 769. 
6. Dean, R. F. A. (1952): Brit. Med. J., 2, 791. (See also 


other articles on Kwashiorkor in the same number.) 
Brit 


7. Jellife, D. B. (1952) Med. J., 2, 1131 
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1, with many others, will remember his simplicity, his 
kindness, his modesty, his strength of character and his abiding 
friendship. 


* His life was gentle: and the elements 
So mix'd in him that Nature might stand up 
And say to all the world, This was a man’ 


(Julius Caesar) 


MEN 


They were alike also in believing that the practice of medi- 
cine should not be used as a means to accumulate wealth or 
honours, but that it is a calling, a vocation, in which a doctor 
is privileged to be able to dedicate his knowledge, experience 
and skill to suffering humanity. Those were their ideals, and 
this was their practice. 

It was of men like De Beer and Moffat that Robert Louis 
Stevenson wrote: ‘There are men and classes of men that 
stand above the common herd: the soldier, the sailor, and 
the shepherd not infrequently: the artist rarely: rarelier still, 
the clergman: the physician almost as a rule. He is the flower 
(such as it is) of our civilization. 


8. Cameron, G. R. (1948): Brit. Med. J., 1, 965. 

9. Peters, Sir Rudolph A. (1952): Brit. Med. J., 2, 1165 

10. Russell Brain, W. (1947): Brit. Med. J., 2, 763. 

11. Baker Jones, E. (1952): S. Afr. Med. J., 26, 878. 

12. Frazer Ross, W. (1952): Brit. Med. J., 2, 1336. 

13. Sinnott and Dunn (1950): Principles of Genetics (McGraw- 
Hill Book Co.). 

14. Julian Huxley (1942): Evolution, The Modern Synthesis 
New York and London (Allen & Unwin). 

1S. Jackson, J. H. (1952): S. Afr. Med. J., 26, 501. 

16. Jackson, J. H. (1953): S. Afr. Med. J., 27, 136. 


J. H. Jackson, M.B.. B.S 
P.O. Box 9, 
Tabankulu, 
East Pondoland 
18 April 1953 


Resipent Hosertat Posts in U.S.A 
To the Editor: 1 feel | will be doing a service to South 
Africans bent on specializing in one or other branch of 
medicine to say that, unlike South African and British 
Universities, resident posts in teaching hospitals in the United 
States of America are fairly easy to obtain. Salaries are low 
in the well-known institutions, but somewhat higher in the 
smaller cities. 

For registration purposes in South Africa, there are, unfor- 
tunately, no ‘higher’ degrees, but on the other hand facilities 
for research are enormous. 

It will be a pleasure to obtain information for anyone who 
cares to write: however, most Universities appear keen on 
accepting foreign graduates. 


D. Dodds. M.B. (Cape), M.R.C.0.G. (London) 


Chicago Lying-In Hospital, 
University of Chicago Clinic, 
S841 Maryland Avenue, 
Chicago 37, Illinois, 

United States of America 


= 
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AVAILABLE AGAIN 


ARCANOL 


FOR INFLUENZA 


The antipyretic action of acetylsalicylic acid and the 

antiphlogistic effects of Novatophan* combine in 

ARCANOL to yield the ideal remedy for influenza. 

ARCANOL should be given at the commencement 

of an attack, one tablet 2 or 3 times daily after meals. 
ARCANOL Tablets of | gram in tubes of 10. 


*Reg Trade Marks 


Manufactured in the Union of South Africa by 


SCHERAG (PTY.) LTD. P.0. Box 7539 JOHANNESBURG 


Prompt Lasting 
SUBJECTIVE OBJECTIVE 
Relief Benefit 


Roter Gastric Ulcer Tablets 


ROTER TABLETS bring a new efficiency to the therapy of peptic ulcer. 


Not only do they maintain gastric acidity within normal limits, thus acceler- 
ating healing of gastric and duodenal ulcer; but they also exert a favourable 
influence on gastro-intestinal function. 


ROTER Therapy has the great advantage of being ambulatory; has no undesir- 
able side-effects; is frequently effective in cases resistant to other types of 
therapy. 


You are invited to write for full information and a clinical trial supply 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. Box 7, Maraisburg, Transvaal, South Africa. 
Distributors for South Africa and S.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, P.O. Box 4838; 
Durban, P.O. Box 1988. 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; 
Salisbury, P.O. Box 1691. 


call 
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PENICILLIN 


Injection Bicillin 600... 
A TRULY LONG-ACTING PENICILLIN 


_.. for blood levels that extend two weeks or more—several times longer 
than those produced with any other penicillin preparation. 
... for use when prolonged penicillin protection is desired’ 


@ To prevent recurrent attacks of rheumatic fever. 


@ For prophylaxis after tonsillectomy or tooth extraction in cases of rheumatic fever, 
rheumatic heart disease or congenital heart disease. 


@ To prevent complications from secondary bacterial infections in virus diseases. 


Valuable in pneun ccal ana trept cal infections 


SUPPLIED: INJECTION BICILLIN 600—600,000 UNITS IN 2 cc. VIAL WITH DILUENT 
TABLETS BICILLIN 200—200,000 UNITS PER TABLET—VIALS OF 12 TABLETS 


INJECTION BICILLIN 600 . TABLETS BICILLIN 200 


URTHER INFORMATION AVAILABLE FROM: WYETHICAL (PTY) LTU.. $4 STATION STREET. EAST L 


* * * * 
wpa new chapter in penicillin history & 
LD \ 
| 
FORMULA 
| 
\ 
* * * * 
WYETHICAL - PTY LIMITED 
= 
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... and VICEROY of course! 


gracious entry . . . 4 warm welcome from 
fA all members of the distinguished gathering. . 
an easy acceptance of the occasion... these 


things go hand in hand with the smoking of 
VICEROY~the choiwe of the discriminating 


smoker. 
Wits’ 


UVv208 


(TULLE-GRAS) 


MEDICAL PRICES 
24 dressings 4” sq. 
(approx) 

per tin 
CONTINUOUS STRIPS 
S yds. x 8” 11 per tin 


OprtuL.e (Tulle-Gras) is an open-mesh gauze impregnated with Bal- 
sam of Peru in a Petroleum-jelly base, prepared under aseptic conditions 
and heat sterilised after packing in containers. 

Optulle dressings are non-adherent, being easily removed without 
pain or damage to newly-formed tissue. They have the great advantage that 
they require only infrequent changing, as their wide mesh permits free 
drainage of exudates, a point of particular value in the treatment of septic 
wounds, indoient ulcers, eczemas and similar skin troubles. 

Optulle is a very effective first-aid dressing for burns, scalds, cuts and 
abrasions. It is also used in plastic surgery and as a dressing for skin-grafts. 
It contains no irritant or toxic substances and is completely safe in the 


patient’s hands. 
Manufactured by 


PERIVALE LABORATORIES LID 


PERIVALE - MIDDLESEX - ENGLAND 


Sole Distributors for Union of S$. Africa and the Rhodesias : 
CHAS. F. THACKRAY (S.A.) (Pty.) LTD. 


®.O. BOX 2726 JOHANNESBURG and P.O. BOX 816 CAPETOWN 


\ 
~~ 
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Your Association’s 


Benevolent 


Contributions 


which will be gratefully received 


may be sent to 

The Honorary Treasurer 
Medical Association of South Africa 
P.O. Box 643 


Cape Town 
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Umzinto Township 


Applications are hereby invited from medical practitioners for 
the post of part-time Medical Officer of Health to the Umzinto 
Town Board. 

In accordance with Circular No. 11 of 1952 issued by the 
Union Department of Health the annual allowance payable 
is £36 8s. inclusive of cost of living for a weekly session of 
one hour, plus travelling allowance at the rate of Is. per 
mile and appointments are subject to the completion of an 
Agreement in the form 197 (Health). 

Applications should be addressed in writing to the Town 
Clerk, Umzinto, and should reach him not later than Monday, 
25 May 1953. 

H. J. Marshall 


Otlices of the Umzinto Town Board Town Clerk 


Box 39 
Umazinto 
May 1983 


“ 
City of Salisbury 

VACANCY: MEDICAL OFFICER CLINICAL (MALE) 
Applications for the following post should be addressed to 
the Medical Officer of Health, P.O. Box 596, Salisbury, and 
arrive not later than 27 May 1953. 

Medical Officer Clinical (Male).—£1,350 £50—£1,700 per 
annum. No cost-of-living allowance is payable. 

Duties of the post include clinical work in connection with 
Council's African Dispensary Services, Native Infectious and 
Venereal Diseases Hospital, and relieving duties at the Euro- 
pean Infectious Diseases Hospital. Private practice is not 
permitted and the holding of a Diploma in Public Health 
would be a recommendation. Successful candidate will be 
required to provide his own transport; an allowance at present 
fixed at 9d. per mile is payable for all official mileage. 

Applicants must submit copies of testimonials, state age. 
place of birth, nationality, marital state. qualifications and 
experience, and earliest date duties can be commenced 


THE 


PENICILLIN IN AEROSOL FORM. IT IS SPECIALLY DESIGNED FOR 
USE WITH OXYGEN TENTS OR ATTACHMENT TO AN OXYGEN 
INHALER. IT ADMINISTERS A DRY VAPOUR IN A FINE STATE 
OF SUBDIVISION AND EXTENSIVE RESEARCH HAS PROVEN 
THAT THE “OXYCILLIN” FULFILS ALL THE REQUIREMENTS FOR 
EFFECTIVELY PRODUCING PENICILLIN AEROSOL IN A STATE 
READILY ABSORBABLE. 


THE UNIT IS ATTACHED TO A TWO-STAGE OXYGEN 
REGULATOR AND A CONTROL KNOB ENABLES THE SOLUTION 


THE “OXYCILLIN” ATOMISER 


“OXYCILLIN’ ATOMISER ADMINISTERS OXYGEN AND 


TO BE GIVEN FOR SPECIFIC PERIODS WHILST OXYGEN 


Is 


GIVEN CONTINUOUSLY. A FINELY CALIBRATED SOLUTION 
CONTAINER ENSURES ACCURATE DOSAGE. 


Enquiries: 
53 Third Street, Bezuidenhout Valley, Telephone: 24-6936, Johannesburg 


Please Remember 
4) 
WAR & (South Africa) (Pty.) Ltd. 
Ss 
4° 
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AGENCY DEPARTMENT : AGENTSKAP-AFDELING 


DURBAN 

112 Medical Centre, Field Street. Telephone 2-4049 

PRACTICES FOR SALE : PRAKTYKE TE KOOP 
(PD13) Natal Lower South Coast practice, near Pondoland 
border, suitable for retired doctor. Area developing and large 
Police holiday camp in vicinity. Excellent climate and very 
good fishing. Premium required £400, includes good stock of 
drugs and dressings, instruments and dispensary furniture. 
House for sale £1,800, including stand of one-third morgen. 
Bond available. For immediate sale. Owner having taken a 
full-time appointment. 
(PD15) General practice established 1941 at pleasant residen- 
tial and seaside resort about 10 miles south of Durbaa 
Annual income approximately £1,000. No major surgery, 
minimum of minor surgery and only emergency midwifery 
being done at present Brick house with consulting room 
attached, for sale at £5,250. Owing to ill health owner wishes 
to retire from practice as soon as possible. Premium £1,000 
including drugs, surgery and dispensary furniture. 
(PD19) Eastern Pondoland. General country practice suitable 
for husband and wife. District Surgeoncy vacant. Gross 
receipts 1950, £2,114; 1951, £2,235; 1952, £2,221. Premium 
£500 includes drugs and furniture. One appointment. Practice 
and house for immediate sale. 
(PD20) Natal South Coast. General mixed prescribing practice 
with 2 surgeries 11 miles apart. Premium £1,000 plus £200 
for full equipment of 2 surgeries. Large proportion of the 
patients are European visitors, and Indians. <A_ lucrative 
Native practice could be built up if dispensing was carried 
out. Immediate introduction. 
(PD21) East Griqualand. General mixed practice with net 
profit of £3,000 annually. Excellent prospects. Premium 
£2.150. 
(PD22) Natal. Prescribing and dispensing country practice. 
Total gross receipts for 1951, £3,344 15s. 9d.; 1952, £2,817 
10s. 6d. 1953 (3 months), £846 6s. 10d. Premium £1,500. 
House for sale £6,500 
(PD23) Natal. Prescribing practice particularly suitable for 
a woman doctor interested in obstetrics and gynaecology. 
Total gross receipts for 1950, £1,570; 1951, £1,595; 1952. 
(6 months), £1,340; 1983 (3 months), £382. Premium £1,250, 
includes furniture, fittings, instruments, drugs and existing 
book debts. 


ASSISTENTE PLAASVERVANGERS VERLANG 
ASSISTANTS LOCUMS REQUIRED 

(134) Zululand. From 20 June to end of July. £3 3s. per 
day, plus board and lodging. Locum must be bilingual and 
possess own car 
(137) Month of July. East Griqualand. Largely Native, very 
little night work. Small hospital and occasional D.S. duties. 
£3 per day. plus board, lodging and equivalent of Ist class 
rail fare. Car will be provided, but if locum uses own car, 
allowance will be made 
(138) Assistant required immediately in general country practice 
near Pietermaritzburg. £1,000 per annum. Two appointments 
Very little surgery or midwifery. Should possess own car 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


ASSISTENTE/PLAASVERVANGFRS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 


(L'V367) O.V.S. Assistent benodig om so spoedig moontlik 
te begin. Moontlike vennootskap. 
(L/V349) Plaasvervanger vir Mei maand. Eie kar nodig. 
Salaris £2 10s. per dag, vry losies, petrol en olie en 6d. per 
my] reistoelae. 

(L'V366). Wes-Transvaal. Plaasvervanger benodig vir Junie. 
Salaris £2 12s. 6d. per dag, vry losies en ‘n kar sal verskaf 
word. Reiskaartjie sal betaal word. 


(L'V371) O.F.S. Locum for July. Practically no night work 
Terms: £2 12s. 6d. per day, all found. No car necessary. 
(L.V372) Transvaal hospital town. Locum for 6 months as 
from_ 1 June. Salary £80 p.m., plus garage account paid. 
(L/V373) O.V.S. Plaasvervanger vir Julie. Salaris £2 12s. 6d. 
per dag, vry petrol en olie en losies en ‘n kartoelae van £10 
per duisend myl, plus die bedrag van 'n eersteklas reiskaartjic 
vanaf verblyfplek. 
NURSING HOME FOR SALE 

Nursing home, comprising 15 beds, as a going concern, in 
progressive O.F.S. hospital town and holiday resort. Price 
£7,000 o.n.o. Details on application. 


ROOMS TO LET 


Johannesburg Central. Two rooms and waiting-room to share 
with dentist. Rental £18 p.m. 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(1016) Eastern Province. Unopposed solus practice. Average 
annual receipts £2,471. Premium for goodwill £750. Drugs. 
furniture and instruments offered at £190. Terms available. 
Attractive modern home to rent at £8 10s. p.m. Rental roomy 
surgery, £3 p.m. Two appointments 
(1295) Karoo hospitaaldorp. Geleé in vooruitstrewende skaap- 


distrik. Ontvangste vir 1952: £2,640. Pre Vv : 2 

£500 kontant, balans oor 24 jaar. an 

praktyk verbonde. 

(1331) Transkei, mainly Native practice. Gross cash income 

tor 1951-S2 was approx. £3,300. House to rent at £7, surgery 
Premium required £1,750, including surgery furniture, 


Drie aanstellings aan die 


at £6. 
drugs. 
(1349) Eastern Province hospital town. Partnership share in 
large busy practice. Gross income for the last year was over 
£5,000. Premium required £1,250. Excellent opportunity for 
Afrikaans doctor interested in surgery. 

oe CAPE TOWN PRACTICE. DETAILS ON APPLICA. 
(1359) Northern Cape hospital town. Well-established prac- 
tice with 4 appointments. Gross income for 1952, £4,829. 
Premium of £2,500 for goodwill including all waiting-room, 


consulting-room and dispensary-room furniture and all 
instruments. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 

(1186) Noordwes Kaapland. Assistent vir 6 maande of langer 
Salaris £75 per maand, plus vry huis of vry losies. 
(1167) Namaqualand. ‘n Afrikaanssprekende assistent. Moter- 
kar word voorsien. Goeie diensvoorwaardes en salaris. 
(1306) Westelike Provinsie. Assistentskap met oog tot ven- 
nootskaf.. Moet ten volle tweetalig wees en ecie kar besit. 
Salaris £80 per maand plus petroltoelaag. 
(1347) Cape Town suburb. Gentile assistant with view to 
partnership. Salary offered £80—£100 per month according to 
qualifications. Locum must have own car. 
(1351) Karoo. Vanaf middel Junie of so gou moontlik daarna. 
vir een maand. Salaris £3 3s. per dag plus losies en kartoelae 
indien ecie motor voorsien word. Getroude man welkom 
(1122) Eastern Cape. From 1 June to 31 July. Salary 
offered £2 12s. 6d. per day, plus board and lodging and car 
allowance. Locum must have own car. Partnership practice. 
(1064) Cape Town Northern Suburb. From 22 June for 3 
weeks. Preferably own car, but not essential. Salary to be 


arranged. 

FOR SALE 
(1291) Reickert Microscope. Three Objectives, x10, x60, x100 
oil immersion. Mechanical stage. Abbé condenser. Three 
Eyepieces, 4x, 10x, 16x. £50. 
(1358) Some excellent orthopaedic instruments at nominal 
prices 
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fransvaalse Provinsiale Administrasie 
VAKATURES BY PUBLIEKE HOSPITALE 
\ansocke word ingewag van kandidate met geskikte kwalifikasies 
vir die onderstaande poste by Publieke Hospitale in die Trans- 

vaal 

Aansoeke moet gerig word aan die Geneeskundige Super- 
intendent of Verantwoordelike Geneesheer van die betrokke 
Hospitaal en moet volle besonderhede bevat aangaande die 
ouderdom, professionele, akademiese en taalkwalifikasies, 
ondervinding en huwelikstaat van die applikant en moet voorts 
‘n aanduiding bevat van die vroegste datum waarop diens 
aanvaar kan word: 

Lewenskostetoelae tans betaalbaar aan voltydse werknemers: 


Salaris Lewenskostetoelae 
Getroud Ongetroud 
Oor £350 £320 p.j. £100 p.j. 


Van persone wat aangestel word, sal verwag word om bevredi- 
wende sertifikate in te dien, asook om hulle te onderwerp aan ‘n 
gzeneeskundige ondersoeck by die betrokke hospitaal. 

Aansoek vorms is verkrygbaar van enige Transvaalse Publicke 
Hospitaal of die Provinsiale Sekretaris, Afdeling Hospitaal- 
dienste, Posbus 2060, Pretoria. 

Benewens jaarlikse salaris en lewenskostetoelae ontvang vol- 
tydse werknemers spoorwegkonsessie en word verlof toegestaan 
ooreenkomstig die hospitaal verlofregulasies. 

Die sluitingsdatum van aansoeke vir die poste is 25 Mei 1953. 


Hospitaal Vakature Emolument Opmerk ings 
Pretoria Senior £2,000 Geregistreerde mediese 
Geneesheer praktisyn. 
(Departe- 
ment van 
Medisyne) 
(1) 
lereeniging Ongevalle- £620, 780, Geregistreerde mediese 
beampte 820, 860 praktisyn. 
(1) 
Vereeniging Kliniese £620, 780, Geregistreerde mediese 
Assistent 820, 860 praktisyn, 
(1) 
Meerhof, Deeltydse £102 10s. Geregistreerde mediese 
naby Spesialis per jaar prakusyn. Moet be- 
Pretoria Geneesheer hoorlik deur opleiding 
(1) en ondervinding 


uzekwalitiseerd wees. 
Half sessie per week. 
(40839) 


‘ge 
Cily of Port Elizabeth 
VACANCY 

Applications are invited in the Health Department for the 
position of Assistant Tuberculosis Officer in Grade 4 (£735 

£48-—£975) per annum. In addition to the salary, a cost- 
of-living allowance will be payable if the appointee is a 
married person. If the appointee is single, a cost-of-living 
allowance will be payable where the salary of such appointee 
does not exceed £936. 

The successful applicant will be required to commence duty 
on July 1953. 

Experience in modern methods of tuberculosis treatment is 
essential, 

Further particulars may be obtained from the Medical 
Officer of Health 

Applications must reach the undersigned not later than 27 
May 1953 

Municipal Notice No. 140, 5 May 1953 (0401/070). 

G. H. Brewer 
Town Clerk 


Natal Motor Industry Health Fund 


Ihe Natal Motor Industry Health Fund will shortly be 
appointing an additional medical practitioner to represent it 
in Pietermaritzburg, and applications from interested general 
practitioners should be submitted as soon as possible to the 
Secretary, P.O. Box 2838, Durban 

[This appointment has the approval of the Medical Associa 
tion of South Africa Secre tary.) 


16 May 1953 


JOURNAL 


A . 
South African Railways and Harbours 
Ve 
Sick Fund 
APPOINTMENT OF RAILWAY MEDICAL OFFICER : 
COOKHOUSE 
Applications are invited from duly registered medical practi- 
toners tor appointment to the position of Railway Medical 
Officer, Cookhouse, and section of Railway line to Middleton 
(exclusive), Mortimer (exclusive), and to Eastpoort (exclusive), 
at a salary of £750 per annum, plus the fees and allowances 
prescribed by the regulations of the Sick Fund, and with the 
right of private practice. 

The salary will be subject to adjustment in accordance with 
the census of members to be taken on 1 April of each year. 

The appointment will be made in terms of the Regulations 
of the Fund, and will be subject to termination on 4 months’ 
notice being given by either side. 

The successful candidate will be required to reside at Cook- 
house, to take up the appointment on a date to be arranged, 
and to carry out his duties in accordance with the Regulations 
of the Fund 

A Railway house will be available at a monthly rental of 
approximately £8 12s. 6d.. plus water and light. 

Applications should reach the District Secretary, Cape Mid- 
land District Sick Fund Board, Room 116, Mutual Arcade, 
Port Elizabeth, not later than 25 June 1953, and should state: 

1. Fuil name 
. Qualifications (where and when obtained). 

. Experience (where and when obtained). 
Date of Birth. 

. Country of birth. 

Married or single. 

Whether fully bilingual. 

8 Whether South African citizen. 

9. What Government appointment, if any, is held. 

Canvassing by or on behalf of any applicant is liable to 
disqualify such applicant. 

Any further particulars required may be obtained from the 
District Secretary at the above address. 

P. J. Kiem 


General Secretary 


wits 


Johannesburg 
16 May 1953 


Instruments for Sale 


Reed and Champion Limited of 326 West Street, Durban, 
have the following for sale: 

(4) Siemens Ultratherm for shortwave therapy. (Needs a 
few inexpensive adjustments to be perfect). Of good appear- 
ance. Essential additions supplied and booklet to show its 
uses. Worth £120. Sale price £20 

(n) Alpine Hanovia Sun Lamp for systemic ultra-violet 
irradiation. Of excellent appearance and in perfect working 
order. Worth £50. Sale price £20. 

(mi) Cox Cavendish Galvanic Outfit. Worth £35. Sale price 
£10. 

The first cheque of £45 received for all 3 items will have 
them packed and delivered rail-forward to any address in 
South Africa. 


(Assistant Wanted 


Afrikaans-speaking bilingual assistant with good personality 
for partnership practice of 5 in pleasant town in Transvaal 
All hospital facilities, opportunity to gain all-round experience 

Starting salary £70 per month, plus transport allowance, 6 
weeks annual vacation, prospect of partnership. Interview 
essential. Reply, giving particulars, to "A. Q. 8S”, P.O. Box 
643, Cape Town. 


Locum Benodig 


Locum benodig vir September en Oktober 1953: Indwe, Oos- 
Kaapland; om te werk saam met een vennoot, terwyl ander 
een op vakansie is. Fooie £2 2s. per dag. vry losies en 
inwoning en moter-toelae. Moter nie vereiste me. Skryf aan 
‘A. Q. To, Posbus 643, Kaapstad 


16 Mer 1953 S.A. 


South Airican Railways and Harbours 
Sick Fund 
APPOINTMENT OF A SALARIED ANAESTHETIST: 
BLOEMFONTEIN 
Applications are invited from registered specialists for appoint 
ment to the position of salaried Anaesthetist, Bloemfontein. 
at a salary of £1,356 per annum, plus the fees and allowances 
prescribed in the regulations of the Sick Fund, and with the 
right of private practice 

The salary will be subject to adjustment in accordance with 
the census of members to be taken on | April of each year 

The appointment will be made in terms of the regulations 
of the Fund, and will be subject to termination on 4 months 
notice being given by either side. 

The successful applicant will be required to reside at Bloem 
tontein, to take up the apporntment on a date to be arranged. 
and to carry out his duties in accordance with the regulations 
of the Fund 

Applications should reach the District Secretary, Orange 
bree State District Sick Fund Board, 2 Charles Street, Bloem 
fontein, not later than 30 May 1953. and should state 

I. Full name. 

2. Qualifications (when and where obtained) 

3. Experience (when and where obtained) 

4. Date of birth 

§. Country of birth. 

6. Whether married or single 

7. Whether fully bilingual. 

8 Whether South African citizen. 

9 What Government appointment, if any. is held 

Canvassing by or on behalf of any applicant is liable to 
disqualify such applicant 

Any further particulars may be obtained from the District 
Secretar) at the above address. on application 


P. J. Klem 
Johannesburg General Secretar 


9 May 1953 


[Before submitting applications for this post, practitioners 
are advised to communicate with the Hon. Secretary, O.F.S 
and Basutoland Branch (M.A.S.A.). P.O. Box 834, Bloemfon 
tein dssistant Secretary.) 


The South African Institute for 
Medical Research 


Applications are invited from suitably qualified medical practi 
toners for the following posts in the Pneumoconiosis Unit 
at the South African Institute for Medical Research 

(a) Semor Pathologist 

(b) Jumor Pathologist 

The Unit is situated in the Institute but works in close 
conjunction with the Silicosis Medical Bureau. The appointees 
will be responsible for morbid anatomical and histopatholo 
gical work on behalf of the Bureau. 

It will also be their duty to carry out research into the 
problems of pneumoconiosis with special reference to South 
African conditions. For this purpose the Unit will be granted 
all necessary facilities and. in some problems, will work in 
conjunction with the Physiological Research Unit situated at 
the Silicosis Medical Bureau 

The salary sca’es attached to the posts are as follows 

(a) Senior Pathologist—-£1.450 ~ 100—£1,850. 

(b) Jumor Pathologist—t1,000 100—£1,400 

In addition each post carries a_ cost-of-living allowanc 
which at present is approximately £240 per annum 

Further details are given in a memorandum which may be 
obtained on application to the Business Manager, South 
African Institute for Medical Research, P.O. Box 1038, Johan 
nesburg 

Applications with full curriculum vitae should be submitted 
to the Director, S.A. Institute for Medical Research within 
4 weeks of the annpearance of this advertisement 

Applicants should indicate whether they wish to be con- 
sidered for either post er only for the post to which thei: 
application refers 
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Sieheionds van die Suid-Afrikaanse 
Spoorwee en Hawens 


AANSTELLING VAN VROUESPESIALIS : 
BLOEMFONTEIN 


Nansocke word van geregistreerde vrouespesialiste ingewag 
vir aanstelling in die betrekking van vrouespesialis, Bloem 
fontein, teen ‘n salaris van £1,163 per jaar, plus die gelde 
en tocaes watin dic regulasies van die Sickefonds voorgeskryt 
word, en met die reg om privaal te praktseer. 

Dic salaris is onderhewig aan wysiging in ooreenstemming 
met die sensus van lede wat op | April van elke jaar afge 
neem moet word 

Die aanstelling geskicd kragtens die regulasies van dic 
Sickefonds, en opsegging van dienste is onderworpe aan 4 
maande kennisgewing deur cen van beide partye. 

Dic suksesvolle applikant moet te Bloemfontein woon, diens 
aanvaar op ‘n datum wat gereel sal word, en sy pligte oor 
cenkomstig die regulasies van die Sickefonds uitvoer, 

Dic pligte sal bestaan uit die nodige raad en behandeling 
van alle gevalle van vrouesicktekunde, insluitende verloskun 
dige gevalle wat deur spoorwegdokters na hom verwys word. 

Aansoeke moet die Distriksekretaris, Distriksickefondsraad, 
Oranje-Vrystaat, Charlesstraat 2, Bloemfontein, nie later nic 
as 30 Mer 1983 bereik, en applikante moet dic volgende ver 
meld 

Volle naam 

Kwalifikasics (waar en wanneer verkry) 

Ondervinding (waar en wanneer verkry en opgedoen) 

Datum van geboorte. 

Land van geboorte. 

. Getroud of ongetroud. 
Of ten volle tweetalig. 
. Of Suid-Afrikaanse burger. 
. Watter staatsbetrekking, indien emige, beklee word. 

Werwing deur of ten behoewe van enige applikant stel so 
n applikant bloot aan diskwalifikasie. 

Enige verder besonderhede wat verlang word, kan op aan 
vraag van die Distriksekretaris by die bovermelde adres verkry 
word. 


P. J. Kiem 
Johannesburg Hoofsekretaris 


Mer 1953 


[Hierdie aanstelling word deur dic Mediese Vereniging 
voedgekeur.— Asst. Sehretaris.] 


City of Kimberley 
MEDICAL OFFICER 


Applications are hereby invited from registered medical pract: 
toners for the post of Clinical Officer in the service of the 
City Council on the grade £900 SO— £1,150 plus temporary 
cost-of-living allowance 

The successful applicant will be required to undertake 
clinical work and such other duties as the Medical Officer of 
Health may determine 

Applications stating age. marital state, qualifications and 
experience, the earliest date duties may assumed, and 
accompanied by copies of not more than 3 recent testimonials. 
must reach the undersigned not later than Thursday, 29 May 


1983 
R. Hartley Marriot 
Town Office Town Clerk 


Kimberley 


Wanted 


General practittoner reauired for Mission Hospital in Native 
area. with med'cal. surgical, maternity and tuberculosis cases 
Duties to commence immediately. Apply, giving full parti 
culars about previous appointments and general experience to 
the Secretary, St. Rita’s Hospital, Private Bag 524, Middelburg. 
Eastern Transvaal 
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Provincial Administration of the Cape 
of Good Hope/University of Cape Town: 


JOINT MEDICAL STAFF FOR GROOTE SCHULR: 
HOSPITAL: VACANCY 


|. Applications are invited trom registered medical pract 
toners tor appointment to the post of medical practitione: 
(Medical Superintendent) Grade F at the Groote Schuur 
Hospital, Observatory, with salary at the rate of £1,800 pe! 
annum (fixed) 

> In addition to the salary indicated a cost-of-living allow 
ance at rates preseribed trom time to time by the Administrator 
iS payable Ihe present allowance 1s £320 per annum for 
married and £100 per annum for single persons 

+ The Joint Medical Staff will be required to serve jointls 
with the Provincial Administration of the Cape of Good Hope 
ind the University of Cape Town 

4. The successful candidate will be required to occupy free 
of charge an unfurnished house or quarters provided at the 
nstitution or, alternatively, if a house or quarters are not 
available to occupy a house provided by the Department in 
respect of which the Department will contribute an amount ot! 
not exceeding £180 per annum towards the rental 

§. The conditions of service are prescribed in terms ot 
Hospital Board Service Ordinance No. 19 of 1941, as amended, 
and the regulations framed thereunder 

6. The successful candidate, if not already in the Hospita 
Board Service, will be required to submit satisfactory Birth 
and Health Certificates 

Application must be made on the prescribed form (Stati 

23) which ts obtainable from the Director of Hospital Services, 
P.O) Box 2060, Cape Town, or from the Branch Representa 
tive of the Hospital Department, P.O. Box 1487, Cape Town. 
or from the Medical Superintendent of anv Provincial Hospital! 
or from the Secretary of any School Board in the Cape 
Province 

8. The completed forms must be addressed to the Director 
of Hospital Services, P.O. Box 2060, Cape Town, and must 
reach him not later than 1S June 1953. 

9 Candidates must state the earliest date on which thes 
can assume duty 


(AS62969) 


Natal Provincial Administration 


VACANCIES: SENIOR MEDICAL OFFIGERS: 
ADDINGTON HOSPITAL 


Applications are invited from registered medical practitioners 
for appointment to the following posts 

(a) Orthopaedic Department 

(b) Ear, Nose and Throat Department 

(c) Pediatric Department 

(d) Anaesthetic Department 

(¢) General Duties 

(f) Coloured Casualty and Out-Patients Department 

Appointment is on 12 months’ contract, and the salars 
attaching to the posts is as follows 

Two years service after qualifying: £500 per annum plus 
free quarters or an allowance tn licu thereof 

Three vears service after qualfying: £600 per annum plus 
tree quarters or an allowance in lieu thereof 

Four vears service after qualifying: £700 per annum plus 
free quarters or an allowance in licu thereof 


Five of more years service after qualifving: £800 per annum 


plus free quarters or an allowance in lieu thereof 

In addition to the foregoing salary, a temporary cost-ot 
living allowance 1s also payable 

Applications, giving full details of experience and qualifi 
cations, should reach the Director of Provincial Medical and 
Health Services. P.O 
1953 


Box 20, Pietermaritzburg, by 31 May 


(AD7613) 


MEDICAI 


JOURNAI May_ 1953 


Provinsiale Administrasie van die haap 
die Goeie Hoop | Universiteit van 
haapstad : 


GESAMENTLIKE MEDIESE PERSONEELL VIR 
GROOTE SCHUUR EN ANDER OPLEIDINGS- 
HOSPITALE: VAKATURE 


|. Aansocke word ingewag van geregistreerde geneeshere vii 
aanstelling tot die pos van geneesheer (Mediese Superintendent) 
Graad F, by die Groote Schuur-hospitaal, Observatory, met 
salaris £1,800 per jaar (vasgestel) 

2. Benewens die salarisskaal soos aangedui 1s ‘n lewenskoste 
toelae teen bedrae wat van tyd tot tvd deur die Administrateu 
vasgeste! word, betaalbaar. Die teenswoordige tarief is £320 
per jaar vir getroude en £100 per jaar vir ongetroude persone 

3. Van die Gesamentlike Mediese Personeel sal vereis word 
om die Provinsiale Admunistrasie van die Kaap die Goeie 
Hoop en die Universiteit van Kaapstad gesamentlik te dien 

4. Van die geslaagde kandidaat sal dit vereis word om ‘na 
ongemeubileerde huis of Kwartiere wat by die hospitaal ver 
skaf word gratis te bewoon, of as ‘n huis of kwartiere nic 
beskikbaar is nie, ‘n huis te bewoon wat deur die Departement 
goedgekeur is ten opsigte waarvan die Departement ‘n bedrag 
van hoogstens t180 per jaar tot die huur sal bydra. 

S. Die diensvoorwaardes is voorgeskryf ingevolge die Ordon 
nansie op Hospitaalraadsdiens nr. 19 van 1941, soos gewysig 
en die regulasies wat daarkragtens opgestel ts 

6. Die geslaagde kandidaat. indien nie reeds in die Hospitaa! 
raadsdiens nic, moet bevredigende geboorte- en gesondheid 
sertifikaat indien 

7. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaa! 
dienste, Posbus 2060. Kaapstad, of van die Takverteen 
woordiger, Hospitaal departement, Posbus 1487, Kaapstad, of 
by die mediese superintendent van enige Provinsiale Hospitaa! 
of sekretaris van enige skoolraad in die Kaapprovinsie. 

8. Die ingevulde aansoekvorms moet gerig word aan die 
Direkteur van Hospitaaldienste. Posbus 2060, Kaapstad, en 
moet hom uiters op IS Junie 1953 bereik. 

9. Kandidate moet die vroegste datum meld waarop hulls 
diens kan aanvaar 


(A562969) 


Natalse Provinsiale Administrasie 


VAKATURES: SENIOR MEDIESE BEAMPTES: 
ADDINGTONHOSPITAAL 


Aansoeke om aanstelling in ondervermelde poste word vao 
geregistreerde mediese praktisyns ingewag 

(a) Ortopediese Afdeling 

(b) Oor, Neus en Keel Afdeling 

(c) Kindersickte Afdeling 

(d) Narkose Afdeling 

(ec) Algemene Pligte 

(f) Afdeling vir Kleurlingongevalle en -buitepasiente 

Aanstelling 1s op 12 maande kontrak, en die salarisskaa 
verbonde aan die poste is as volg 

Twee jaar diens na afstudering: £500 per jaar plus vry 
kwartiere of ‘n toelae in plaas daarvan. 

Drie jaar diens na afstudering: £600 per jaar plus vry 
kwartiere of ‘n toelae in plaas daarvan. 

Vier jaar diens na afstudering: £700 per jaar plus vry 
kwartiere of ‘n toelae in plaas daarvan. 

Vvf of meer jaar diens na afstudering: £800 per jaar plus 
vry kwartiere of ‘n toelae in plaas daarvan 

Tvydelike duurtetoeslag teen heersende staatsdienstariewe 
is ook betaalbaar. 

Aansoecke met volledige besonderhede betreffende ervaring 
en kwalifikasies moet aan die Direkteur Provinsiale 


Mediese en Gesondheidsdienste, Posbus 20, Pietermaritzburg, 
gerig word, sodat hulle hom voor of op 31 Mei rr ee 
(AD7613) 


Mepicat House, 35 Wale Street, Cape Town. 


a Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THE MEDICAL ASSOCIATION OF SOUTH AFRICA, 
4 P.O. Box 643. 


Telephone 2-6177. Telegrams: ‘Medical’ 
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S.A. TYDSKRIF VIR GENEESKUNDE 


AMIGEN 5% 
5% DEXTROSE SO 


“Surgery has been made safe for the patient; 
we must now make the patient safe for surgery” 


The above epigram, credited to a famous surgeon, 
emphasizes the necessity of achieving optimum nu- 
trition in the surgical patient. Among the essential 
uutrients contributing to optimum nutrition, few 
equal protein. As a source of parenteral protein nour- 
ishment, Amigen* solutions are effective, convenient 
and economical. 

Amigen holds a special place in the esteem of the 
medical profession. Rarely has a product received 
such wide recognition. Over 500 references to Amigen 


have appeared in medical and scientific literature. 

Amigen provides all the amino acids needed for 
synthesis of tissue protein. By the use of Amigen, the 
physician can provide protein nutrients parenterally 
—when the patient cannot take food by mouth; when 
complete rest of the alimentary tract is desired; when 
parenteral supplementation of oral food intake is 
indicated. 

On request, we will be pleased to send the Amigen 
Handbook for Physicians. 


Mead Johnson & Company's Amiset* 
features a new air filter, a plastic dripme- 
ter, an efficient tubing compressor, and a 
plastic needle adapter. The Amiset is de- 
signed to save time and is efficient, con- 
venient, and economical. 


oT. M. Reg. U. 8. Pat. Of 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND., U.S.A. 


South African Trade Enquiries: johnson & Johnson (Pty.) Ltd., P.O. Box 727, East London 
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A NEW HIGH STANDARD OF QUALITY 


EXTENSIVE and prolonged research in the laboratories of 
Boots Pure Drug Co. Ltd. has resulted in an even purer 
form of Heparin. 


This new Heparin gives a colourless solution and, as 
with crystalline Penicillin, the evolution of a more potent 
substance, free from extraneous colouring matter, yields 
a product which is even less likely to produce undesir- 
able reactions. 


White Heparin is available at no greater cost. To ensure 
receiving this new material, 


SPECIFY HEPARIN-BOOTS 


Freely available as: \NJECTION: 5 ml. rubber-capped 
vials of 25,000, 5,000 or 1,000 I.U. per mi. 


Descriptive literature and further information available from: 
B.P.D. (S.A.)(PTY.) LTD., 275 Commissioner Street, Johannesburg 
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